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SECTIOm 


from medicine 
TO MIND 



CHAPTER I 


A CLINICAL ODYSSEY 

AUTOBJOCRAPHICAL 

To what extent can education, or the reading of such a book 
this, effect any important change in a person’s nature, char- 
acter and outlook^ After ali, phylogenetically the individuaj 
extends back a thousand million years or more and, if we admit 
no break, as I believe, between the biosphere and the cosmo- 
sphere, we may extend him back to essential electromc energy 
Of the coOTic curvature of space time' 

Compared with his history, material, structural and presum- 
ably psychological (for even inoTgamcmaiUT “behaves’*), the period 
of the growth and life of one individual is infinitesimal What he 
brings with him out of the past must be overwhelmingly large, 
^d what he can acquire in self change in bis individual hfe- 
time must be comparatively negligible This must, of course, be 
relatively less true of the higher sublimations, but even here it 
18 doubtful if more than “microscopic” changes can be achieved 
Everything indicates that hereditary or innate nature dwarft 
all Possible acquired characters 

It has been said of poets that they are born and not made 
Whether this is or is not true of poets, I am convinced that it ix 
true of mathematicians 

Amongst a sufficiently large class of boys there may or may 
be found one, or possibly even two, who are excellent at all 
inathematical subjects without any effort either on their part 
or On that of their teacher But the sad truth remains that the 
vast majority simply cannot do mathematics at all, with or 
without personal effort or that of their teacher They will never 
be mathematicians 

I Wonder whether this is true also of doctors, that they are 
born and not made If so, it seems rather a pity that our civilisa- 
tion should be turning out tens of thousands of practising physi- 
cians and surgeons without any enquiry as to whether or not 
they have a natural mhented aptitude Perhaps we are trying to 
make something out of material from which it can never be 
9 
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made Of course, we can make registered medical practitioners 
or officials of a State Medical Seiwice. They can perform neces- 
sary^ legal functions, but only a percentage of them will be 
capable of gi\dng rehef to suffering humanity, and an even 
smaller percentage wiU be capable of increasing man s power 
to deal with humanity’s suffering. P erhaps there are two separate 
functions involved. One, the function of motherly kindliness— 
certainly this belongs more to inherited instinctual quahties than 
to any response to training. Like the maternal instinct this type 

of physician is born and never made. 

I am inclined to think that the other function is even rarer, 
though not at all specific to medicine or surgery. It is a quality 
which can reveal itself in a large variety of forms, but always, 
whatever form it assumes, it is one and the same quality — com- 
mon to poets, mathematicians, philosophers, scientists, doctors. 
Ralph Hodgson had it in mind when he wrote: 

“. . . I stared into the sky, 

As wondering men have always done 
Since beauty and the stars were one. 

Though none so hard as I.” 


Looking back forty-odd years, I wonder if, as a boy, it was 
this spirit that moved me, or just a schizophrenic process char- 
acteristic of extreme youth with its accompanying megalo- 
mania — a process which may not yet have entirely subsided. 
Be that as it may, I can remember, when thirteen years of age, 
sitting on a slope in die Simla Hills tvidi croivds of my school- 
fellows, all watching an inter-colle^ate hockey tournament — 
all except one, and that one was I. I was watching a large dog 
that crept in and out between our feet and my thoughts were 
running in this fashion. “How very^ like the rest of us this animal 
is! It has two eyes, the same as ours. How curious also that it has 


one nose and two nostrils, the same as ours!” I considered its 
mouth, its tongue and its teeth. I even obser\'’ed its eyelids and 
its eyelashes, its four limbs, the same as ours. I w^ent further and 
noticed that it had apparently four digits at the end of each 
l.mb but if one looked for Uie fifth, there it was a little higher 
up! And then I took to thinking that it had hair the same as we 
had, albut dilTcrcnt m abundance and in distribution. I won- 
dered why tin., rclabonship to ourselves appeared to remain un- 

W b?' , u'- ■ “ recognised, surely we would 

been told m our class! ^ 



C«AP. I A CLINICAL ODYSSEY n 

The next day we broke up. I had been for a continuous spell 
of nine months in that school, but it required a few hours of the 
railway journey to my home and holiday for me to learn from 
two very ordinary men in the carriage the name of Darwin, and 
to hear for the first time the word “evolution”. Their talk was 
not very intellectual; it ^vas something like this: 

“Fancy a man who calls himself a scientist putting out that 
idea that we are descended irom monkeys!” 

I kne^v that we were not descended from monkeys, the monkeys 
that we ordinarily observed. But in that second I kne%v a number 
of the essentials of evolution including the origin of species and 
the descent of man. 

It was many years before I had studied details of the internal 
anatomy of man and many more years before I had learnt any 
comparative anatomy or read any of Darwin’s works. I did not 
need the details of the cerebral convolutions, nor the various 
fossaeand tubercles in the scaphoid, nor the microscopic identity 
of the various layers of the skin’s surface and the almost indis- 
tinguishable identity, even when magnified five hundred times, 
of the hair follicles in one animal and another, to tell me that 
these creatures had infinitely more similarity than difference in 
their relationship to man. I had seen it all in that dog on the 
hockey field. I had seen also that my fello^v men, or fellow boys, 
were blind. 

Years later, in accordance with the excellent medical cur- 
riculum, based as it was in those days upon a new-found 
materialism, I pursued these detailed studies in medical school 
and hospital. I learnt what science had to teach about the 
elements of physics, chemistry and biology I learnt the con- 
stituents of the blood and the chemical functions of the liver, 
the gastric juices, etc etc. I went on to study morbid anatomy, 
pathology and histology , the detailed appearance of disease both 
macroscopically and microscopically. I learnt the chemistry and 
physics of what humanity suffers ^m, or is alleged to suffer 
from. 

But it took an excursion out from these places of learning, this 
time not into a railway train but into the slums of London as 
a Jarum in an industrial general practice, to teach me what 
humanity really suffered from. Pi^umably they su/Tered, for 
they came and sat for hours in the waiting-room. But try as I 
might I could discover none of these chemical and physical, 
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leave alone pathological, abnormalities which had occupied my 
five years of studentship. To look for them was like looking for a 
needle in a haystack. One occasionally found something in a 
form evident enough to be interesting— and immediately passed 
it over to the hospital. In fact, one practitioner had a rubber 
stamp which he was itching to use, but, as he confessed to me, 
he rarely found an occasion to use more than three or four times 
in a week of his many hundred patients. It had on it Hospital 
Case”. 

Thus in hospital we were treated to these eccentricities, these 
extraordinary exceptions to the ordinary sufferings of mankind. 
These were the patients numbering perhaps one in a hundred 
who had some recognisable organic disease. What were the other 
99 per cent., those who had not or did not yet have anything to 
interest the hospital? One thing about them was clear; they were 
the practitioner’s livehhood. 

One doctor with a busy dispensary had a common prescrip- 
tion for them all. He called it by its initials A.D.T. He did not 
like my asking him what it meant. He said: “Oh, the dispenser 
knows.” And finally, when pressed: “Well if you must know, it 
actually stands for ‘Any Damned Thing’ ! She puts in the bottle . 
something pretty harmless that we have got plenty of in stock. 

A little bicarbonate of soda, some gentian to colour and flavour 
it, and if they seem a bit nervy she sometimes adds a little 
bromide. They are mostly like that. You wiU find out. You have 
only worked in hospital.” And then, apologetically: “You see, 

I can’t be bothered -with the damned nonsense. It’s a prescrip- 
tion for the general run of patients — those with nothing the matter 
with them” 

I said: “This is extraordinarily interesting. TeU me, if they 
have nothing the matter with them why do they come here?” 

He said: “Oh, I suppose they think they have.” 

What is it that makes them think they have something the 
matter Avitli them and that they need to see a doctor?” 

He said. Ask me another. I suppose they are fools.” 

I thought to myself, because of course I was much too polite 
to say: I suppose they are. They must be assuming that you 
know and can help them.” 

T ^ short, I finally came to the conclusion that 

I could not go on seang these people who comprised soTarge a 
proportion of general practice, udthout making some attempt to 
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k^o^v what was the matter wth them, or at least understanding 
why they came to the doctor, and seeing what, if anything, 
could be done to help them. 

Nevertheless, five or fifteen years of strictly scientific education 
takes a lot of living down. To find out what was the matter 
with them I naturally put into practice the methods and 
principles which I had been taught throughout my medical 
education. In accordance with that education I could not help 
assuming in the case of every complainer that there was some- 
thing definitely organic and physical the matter with him. The 
fault lay in me if I could not detect it. The hours I spent during 
those early years.percussing and auscultating chests, palpating 
abdomens, carefully testing every cranial nerve in turn, assidu- 
ously seeking the organic basis for every patient’s complaint! 

I must confess that on the day that I purchased my first and, 
as it happened, particularly busy general practice I did reap 
some success. The retiring doctor had given me a list of ten 
patients to visit. The first, he explained to me, was a case of 
Bell’s palsy. He said a few words about'it. The patient was a 
little troublesome. She had had a friend with a similar one-sided 
facial paresis due to a draught and the condition had cleared up 
wthin three weeks, whereas she was not so fortunate, as her 
facial paresis had resisted all treatment for nearly six weeks. 

He said; “I have gone to some trouble to placate her. I have 
even got a little galvanic battery to re-educate her facial muscles, 
and shown them how to use it Still, they have been very old 
patients of this practice and you will have no difficulty in an- 
nexing them." 

I never annexed them. 

The seventh nerve was obviously not functioning, but I went 
through my routine examination of all the cranial nerves She 
was deaf on the same side. But the thing about her condition 
that arrested my attention was that she had a just perceptible 
paresis of the sixth nerve on the same side, the one that moves 
the eyeball outwards. That was all. I sat and looked at her and 
puzzled. Then in my ignorance I thought there might be some 
embolism, possibly from a cardiac lesion. I asked to examine her 
heart. This met with instant refusal. Dr. X had been visiting for 
six weeks and had never examined her heart. It was quite un- 
necessary. 

I did not hear her very clearly as I was still thinking while I 
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got the stethoscope into position. But very soon I found that I 
was not listening to her heart, but wondering why this -woman 
of forty-five and the mother of a family was so very modest in 
guarding the sht of her nightdress with a determined hand on 
each side of the stethoscope. I put a finger into this slit and while 
her attention was distracted suddenly moved the garment to ex- 
pose her left breast. There lay revealed a fair-sized, fungating 
carcinoma. I made her hold her arm up and examined it. It was 
fixed to the pectoral muscles. But more than this, it would not 
move in any direction. It was fixed to the ribs themselves. No 
need to look further. I folded up my stethoscope and prepared 
to leave. Everything was transparent. The concealment on the 
part of the patient, secondary growth in the skuU. ... I re- 
membered the pathological specimens in the museum. 

Down in the hall the husband and the patient’s mother over- 
took me, full of agitation. 

He said; “Doctor, don’t tell me she will have to have an opera- 
tion. She won’t, will she?” 

I said: “No.” 

He heaved a sigh of relief. “I am so glad, she is terrified of 
operations. That is why she made us promise never to tell a 
doctor.” 

I said simply: “It is a pity it has gone too far for operation.” 
Something told me to avoid using the word “cancer”, but I 
am afraid that my somewhat prolonged investigation and my 
sudden conclusion and departure had proved too dramatic for 
all concerned. It seems that in their instinctive or automatic 
mental operations I, having discovered and revealed the horror, 
had thereby brought it into being and could never be forgiven. 
They never wanted to see me again. 

Alas for the scientifically trained devotee of medicine and 
surgery in general practice, such gratifying opportunities of 
diagnosis wll be the exception, the very exception of exceptions, 
and certainly not the rule in his daily routine! They may merely 
^rve to encourage him along that well-trodden path which he 
has been assiduously trained to follow throughout his student- 
ship, a pursuit which will gain him much credit from his 
teachers and learned colleagues, but ivill leave him without 
gratitude or appreciation from his patients, and certainly leave 
him exhausted at the end of each day with little or no dis- 
coveries to reivard his painstaking endeavours. A certain pro- 
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pordon of his padents will say that he is “very thorough— only 
he takes so long”. They may even attribute his thoroughness to 
much learning; hut sooner or later it will dawn upon him that 
his thoroughness is due to ignorance. 

A wse old teacher of Clinical Medicine once told his as- 
sembled class: “You can gauge a physician’s length of expen- 
ence by the rado between the time he spends listening to the 
patient and the time he spends physically examining him. 
Whereas the green student hardly listens to more than the first 
word and rushes into physical examination— often without re- 
ward-the experienced practitioner pays careful attenUon to 
everything the padent has to say and frequently arrives at his 
diafcnosis before he looks or tests. _ ^ 

The problem of the busy general practitioner requires ever 
more e-xperiente. It takes infinitely longer to “ 

glance or from the fitxt words of the complainer '*;*er “ 
there is something physically the matter than it does t° “ 

for our omissions by putdng the onus 

practising beside the point. We don’t 

XsiX- "r ivLn they laugh or cry-or 

“SF'etL. if amongst the 

some physical /orni, oretenc^ of physical invesdgation, 

satisfied without at least s p , general practice, 

pardcularly, as seems alwa,« ngs beUnd the 

one has not the dme to listen to the compmn p 

complaint. But these co^lainants by dint 

of nmety-nme out of examinadon is to bark 

of increasing oare and di gh ^„,husiast starts thn 

up the OTong tree. If the y q j traimng along 
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and persist along the path which will waste his time in an 
almost barren wilderness. 

He will eventually learn, and I must confess that I was par- 
ticularly slow in this branch of my education, that he is wasting 
his time. All these dozens of chests, abdomens and stomachs 
really have, as the„old practitioner originally said to me, nothing 
whatever the matter with them. Why then do their possessors 
send for the doctor? Why then do they complain of this or that 
ache or pain? 

After two years of daily examinations I could resist the truth 
no longer. The pain originates in their minds, not in their 
stomachs or chests. This conclusion was reached by me most 
reluctantly. I had spared myself no effort to master the intri- 
cacies of the physics, chemistry and biochemistry of the body. 
I had been promised by my teachers that in so doing I would 
understand the ills of humanity and be able not only to com- 
prehend, but to cure these ills in so far as medical science, 
supposed to be a very advanced science, was able. I might even 
if I were a very good student extend this power of man over 
nature and advance the science of medicine for the benefit of all. 
Was the kingdom of knowledge that I had for years so enthusi- 
astically built up proving itself bankrupt? Was I to admit my 
bankruptcy and start afresh? Must I admit that the books I had 


read all these years were the wrong books? Should I burn them 
and begin again, in the wilderness of ignorance, to find a mean- 
ing for this phenomenon that confronted me — not once a day 
but ninety-nine times a day, ninety-nine times out of a hundred? 


I decided that no other course would be relevant to my observa- 
tions, that no other course would satisfy me. 

It was on this account that I sold my general practice and 
embarked upon a training in medical psychology. It was hard 
to think that the riddle of the universe in so far as it included 
the mystery of human illness had to be approached from some 
other direction than that of physics and chemistry. The prospect 
of reaching an easy material or mechanistic solution receded to 
an mfimte distance. Why could not everytHng be as simple as 
the chemical experiments in the laboratory? Why could it not 
e. ut my two years experience as a general practitioner had 

^ observation went it certainly was 

t 1 meaning of all these complaints 

that had no discoverable organic basis? Could the study of 
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psychology provide an answer? I doubted it; but where else was 
one to look? 

I did not appreciate at that time that the function of the mind 
itself was merely a product of the function of the physical and 
chemical universe, albeit so very much advanced a product that 
its relationship to its lowly origin could hardly be traced as a 
continuous process. In the meantime, here were masses ofsuffer- 
ing people demanding r^ef and coining to me on the erroneous 
assumprion that I understood their troubles, knew the source and 
origin of their pains and could get to the root of things and make 
them whole. I recognised that I was in an utterly false position. 
It was no excuse that they insisted upon putting everyone classed 
as “doctor” in this false position, or that many other doctors 
were sublimely content to sit on the throne and wear the crown 
bestowed by popular ignorance, ignorance not only of anatomy 
and physiology, but particularly ignorance of the doctor’s ignor- 
ance of all else. Where the blind lead the blind there will be 
doctors, priests, lawyers and politiaans 

All the self-satisfaction which had been accumulated as a 
result of these very sound basic studies, physics, chemistry, 
biology, pathology, biochemistry, and even anatomy and physio- 
logy, was leaving me at the impact of the reality of the patients 
in general practice If these solid and complete gods were false, 
where indeed could one find a more tangible or reliable deity? 
This was clearly no good I must try. However faint the hope, 
it was better than the maintenance of an utterly false position 
After a few tentative attendances at University courses of lec- 
tures in psychology I finally settled down to a rather strenuous 
curriculum of study in medical psychology at Bethlem Royal 
Hospital 

At the outset I was considerably heartened My old gods had 
not to be scrapped after all The lectures were very much of the 
old familiar variety. Por instance we had the same old histology 
—with the only difference that this time it had a special pre- 
dilection for nerve cells. Wc had the same biochemUtr>', 
chemistry and physics Nevertheless my thought ^vas: “This is 
merely the beginning of the course, a verj' sound beginning 
indeed. Eventually, by the end of the course, we ivill get there.” 

Wc never got there. We never got anpvherc that mattered for 
practical purposes At the end of my training in psychological 
medicine, just as at the beginning, I sal in a side room wth a 
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mute patient who made signs and diagrams in the air, and all 
my histological and neurological studies left me just as puzzled 
as to the meaning or source of her aerial hieroglyphics. Not one 
delusion or phantasy could I even begin to understand. The fact 
that nobody else around me seemed to understand these things, 
and that examiners did not require an understanding of them 
and were not interested, was no consolation. I knew that I had 
failed. Despite diplomas and degrees I knew that I was utterly 
ignorant. I knew that I was in no position to help anybody — 
unless it were through the strength of their delusion that I was. 

I remembered in the early days, after spending a whole after- 
noon with a particular patient and making careful notes of her 
remarks and her gesticulations, I arrived in the medical officers’ 
tea-room to find the most erudite amongst them, the senior 
resident, in expansive mood. I seized upon him. I thought; 
“Now I can get someone to teU me what the meaning of all 
these mysterious phenomena really is!” I placed the case before 
him wth the question; “Can you understand all that?” 

Presently the look of perplexity lifted from his face; light 
dawned in his eyes. He said; “Ah! you are talking about Mary 
Jones.” He said; “Why, she’s just a little bit balmy.” And that 
was all I got. My insistence that this balminess was the very 
symptom I had come there to study only elicited from him the 
patronising remark; “When you are a bit older you will give up 
all that nonsense and realise that we are here just to earn our 
bread and butter, with a bit of jam on it too if we can manage 
that.” 

It did not take me so long at the mental hospital as it had 
taken me in general practice to discover that medicine had 
nothing to teach, nothing that was relevant to the psychological 
phenomena that filled not only the asylums, but also the practi- 
tioners’ waiting-rooms, and indeed the wide world itself. Surely 
there must have been people like me. Surely people must have 
lived before who had applied their imnds to these outstanding 
and, as I ^vas now beginning to think, most fundamental of aU 
problems. Where were they? Was there no school which they 
had mandated? Could I not learn something? If the answer 
was positive I must find this school and pursue the course of 
study which it would prescribe. 

Throughout my education in medical psychology I had at 
ever)' turn encountered derisive references to the theories of 
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psycho-analysis. In fact, it interested me that 

diLssion or even reference tvas complete 

tion of a psycho-analytic jl jibe. Indeed, psyc o-an y 

in the hands of the psychiatrists m a psychiatric s tudy 

at that time comparable to the function of the l^h c^ed an 

in an otherwise dull and boring drama. Nevertheless, like hi , 

;^«ste soul of the party. I had made good praeucal u^e of 

this attitude towards the subject in the opu™ of my medm^ 

aminations in psychiatry. Examiners and I f 

and got on very well. But having finished with that, I turned to 

what had reaUy impressed me thnonghout the co^ namety^ 

tpllSpsyllop'cal“p^^^^^ 

“'terefttfftt'dull stage with the express object of 
S^utoturtnnglfreflected^ 

hospital atmosphere of that '>"-0. "S dirty 

assumed to be a not-to-be-taken- o ^ 

joke. Nor did he take kindly to my remark that I hja ^ 

be psycho-analysed, but sorely des.redjo be mm^ 
course of study and the “PP''oP". : Jj^tence that there was only 
theless, I did partly nnt’o^'^^f.’mgTard that was my own 
one book for me to read a fhinp* In all my studies I 

unconscious mind. What a curiom tog^In 
had never consciously though o ® (.^logical digression. 

Here I am tempted to “nk' .» 'P''\Skdgreveryivhere, is 
Perhaps all knowledge all ^“>“"8 of knowledg^ 
nothing more or less than “ must absorb an 

imig^l mlo emsdf. It is as though we ten 

intellectual activi^. mrimawnt tather than of 

as quickly as possib e >n a stu^ dangerous role 

ourselves, lest we should ,hesc very things about 

:u‘;^rer"srionVwh^^ - have been so assiduously at 
^tnd no:?hrmar:"me that not only had I studied 
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the wrong books, but that what I wanted could not be found in 
any books anywhere, neither could he or his colleagues directly 
teach it to me. Perhaps, after all, this was the great discovery I 
was looking for and missing throughout my life, namely, that the 
seeking of knowledge, such as had been my endeavour, was 
nothing more or less than 2i flight from knowledge. Anyhow, it did 
seem that step after step in my search had merely taught me the 
bankruptcy of these endeavours. At last I had come to an 
educator who said that not only were the books wrong, but that 
they were the wrong method of approach, that all books, all 
ordinarily accepted methods of learning, were wrong. And after 
all, might not this be the lesson that my own personal experience 
should have taught me? This would explain, perhaps this was 
the only thing that could explain, why after thirty years of 
striving I still knew that I was totally ignorant. 

It took me a few weeks to think over the position. I shall not 
go into the unconscious motivations that led to my choice of an 
analyst ... all the escapism into which I had at that time not 
the slightest insight. But I can tell the reader this much, that 
after a few years of analysis my hitherto repeated excursions 
along the various diverse lanes of knowledge ceased. Something 
had been brought to rest. If you ask me why, my immediate 
answer would be that now at last I felt I knew. If you asked me 
what I knew, I might not give you the true answer, but I would 
be inclined to say I knew that the human mind was not com- 


petent to solve this riddle anyhow. I knew that it, the mind, was 
concerned with many things, but that these things were not 
the truth”. Though perhaps that answer has no appreciable 
bearing upon the truth, I would add, if you like, that the mind 
was bound up in an asylum of inescapable madness. I had found 
that the mind was a cage in which warring passions fought with 
one another; that the perceptual level of consciousness was a 
Ain film upon the surface of volcanic forces, a film which 
had no ability of objectively appreciating its environment, but 
V uc Mas concerned chiefly, not ^vith knowledge, but with 
obscurantism, irith preventing the intolerable volcano from dis- 
turbing ixs own illusionary serenity. The fact Aat it never wholly 
succcc c m 'eeping these deeper forces from emerging upon 
Ihc surface d.d not seem to it so important, for it wL pre- 

ng an illusion of sanity only in so far as it succeeded in avoiding 
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domain of the lesser children, their patients, who lean on them. 
I want the intelligent people to become even more intelligent, I 
want to teach them the intricacies of the journey that I have 
pursued, however inadvertently, so that they may proceed where 
I have ceased and grow into an understanding of the mind and 
an ability to help themselves and others, even before that great 
but very distant day when fiiture learning may, I hope, link 
materiahstic research with the most comphcated product of 
material evolution, the mind, and deliver into our power an 
exact knowledge and method of controlhng these incipient 
dementias, both biological and sociological, till we are definitely 
embarked upon the voyage to our modern Ithaca, or Utopia. 



CHAPTER II 


AETIOLOGY 

Part I: Aetiology of Nervous Ilu^ess 
Ap^t from those rare casesj the delight of every non*psycho- 
Jogical clinician, where mental symptoms are the direct result of 
physical or chemical damage to the brain substance, the aetiology 
ofnervous or psychogenic illness presents us with one of the most 
absorbing and seemingly overwhelming problems that science 
has to offer. We can better understand the failure to find a solu- 
tion to this problem when we realise the extraordinary revolu- 
tion in all knowledge which would follow its success I am 
convinced that it is far from the simple matter of cause and effect 
of enWronment upon the individual as such; and that is why 
investigations based upon this premise have been, and presum- 
ably always will be, doomed to failure. 

To approach this problem with any hope of even the begin- 
nings of a solution it is first necessary to divest our minds of the 
' ide^ of an individual being bora “normal” and then proceeding 
to be made neurotic or psychotic by circumstances which befall 
him in his single lifetime. The professional psychologist has sur- 
prised the amateur — ^and all intelligent persons belong at least 
to the latter category — fay pointing to causes in the earliest 
childhood, infancy or even babyhood of the patient, but I think 
the psychiatrist has indicated even deeper roots than these wlicn 
he classifies all the non-organic, or not-chemically-induced, 
mental illnesses under the general term “biogenic psychoses”, 
indicating that their aetiology is biological. 

To approach this question wc should, I think, first divest our 
minds of the illusion that an individual begins with birth or 
conception and ends with death. Rather we should recognise 
that the life process continues through the species and that each 
individual is merely as it were the temporary fruit, sign or 
symptom of that process. We will then see that the problem of 
his ills is as deep as the problem of mutations and of the evolu- 
tionary process itself. So ive may sec that wc arc, from the very 
start of our investigation into aetiology, confronted \vith 
problems which biology itself, even in its more apparent and 
*3 
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therefore presumably simpler sphere, has not yet solved. The 
matter would be far more simple if we could rely upon the 
original Lamarckian^ hypothesis of the inheritance of acqmre 
characters, for then we would merely have to trace the morbi 
process, the failure of adaptation to environment, through the 
generations to arrive at our pathplogical end-products. Un- 
fortunately for this simplification the modern biologists have 
shown the Lamarckian that all is not so simple. Their greatest 
triumph has been that, whilst seeming to destroy this under- 
standable and perhaps manipulable process, they have been 
unable to offer any comparable explanation in its place. How- 
ever much they stress natural selection, however skilfully they 
juggle \vith a complexity of genes, the mechanism and origin of 
their mutations, particularly the successful and adaptive ones, 
the ones that matter to us, remain shrouded in the darkest 
mystery. If the aetiology of these is so utterly obscure, what 
wonder that the aetiology of unsuccessful “mutations” includ- 
ing idiocies, imbecilities, epilepsies, schizophrenias, paranoias, 
affective disorders and of course the psychoneuroses, is similarly 
wthout explanation. This is a brief glimpse of the gloom which 
must inevitably shroud the would-be aetiologist, I am fortunate 
in not sharing it. 

While agreeing "with the biologist that it would seem that the 
original concept of Lamarckism would have to be modified 
in the light of biological discovery and opinion, I am quite sure 
in my o^vn mind that the biosphere as a whole reveals that 
some form of Lamarckism (interaction between evolution and 
en\dronment) is inescapable and that the onus lies on modern 
biology, or that of the future, to provide the detailed evidence, 
the mechanisms, to account for this self-evident ultimate truth. 
It is a pity that I cannot say more about this highly technical and 
controversial matter in this work as it deserves a book to itself. 


Psychiatric case-taking alone is constantly bringing home to 

T of evolution was proposed by Jean-Baptiste de 
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tfndf l fundamental continuity underlying the diverse 

V ^ progressive development of 
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their immediate precipitating and even most important aetio- 
logical source in events of the very same day or hour.^ Perhaps 
these most recent causes and effects will be as speedily dissipate 
But this renders the successful dealing with them more, rather 
than less, important. 

Similarly, extending our aetiological investigation backwards 
through the past days, months, years, down to infantile traumata, 
now repressed from consciousness though still active within the 
psyche, may also have this practical value even if their emer- 
gence to a conscious level and therefore their accessibility for 
treatment becomes progressively more difficult, but not im- 
possible, to achieve. Thus we find that while psychogenic dis- 
orders, like all others, may have their basis in biogenesis, there 
may be increasingly recent and superficial precipitating causes 
without which the symptomatic disturbance may never have 
emerged. These latter we can deal with by a process of psycho- 
therapy, superficial psychotherapy if they are so recent as to be 
conscious or preconscious, deeper analytical psychotherapy if 
they have been forgotten or repressed, particularly if they belong 
to the period of the amnesia of infancy. 

In practice it is found that apart from such traumatic happen- 
ings as those incidental to war or accidents, recent and conscious 
sources of disturbances are usually dealt with by a person either 
by himself or with the co-operation of friends and advisers. It is 
only when symptoms emerge, the source and aetiology of which 
is inaccessible to the patient’s own consciousness, that he or his 
doctor finds him suffering from an incomprehensible malady 
and considers that he requires the assistance of a psychologist. 

In short, most cases that consult the medical psychologist, 
apart from psychotics, are suffering from symptoms psycho- 
logical, or more often physical, the cause or aetiology of which 
is entirely unknown to them because it lies within their un- 
conscious mind. Analysis invariably reveals that, whatever 
source or precipitating causes increasing in depth may be 
revealed, the nuclear cause is traceable in most cases to the 
ear lest development of that individual’s emotional and con- 
ceptual hfe, specifically in cases of hysteria to his emotional 
relationships to his parents, their surrogates, siblings and others 
unng IS orgotten infancy; similarly to a lesser extent in 
nxiety tates, an in Obsessional Neuroses to an even earlier 
date m the formation and development of his emotional patterns. 
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patient’s life when his emotional patterns were being formed 
and constantly modified, often morbidly, by the frustrations 
and opportunisms, external and intra-psychic, and ensuing con- 
flicts which their natural development encountered. 

In the course of this process it is invariably discovered that, 
apart fiom hereditary predisposition, the essential pathogenic 
factors relate to the earliest emotional development that took 
place in the patient’s infancy or in his transition from infancy to 
childhood. 

Id: Theory of the Libido’. It is in the light of these discoveries that 
the psychogenic aetiology of neuroses, or the nucleus thereof, is 
said by psycho-analysts to lie in the Oedipus or pre-Oedipus level 
of development. A scheme of what is called libidinal organisa- 
tion has been postulated by Freud and elaborated by many of 
his followers, conspicuously by Abraham, Ferenczi and others, 
\vhich begins \vith the auto-erotism of earliest babyhood with 
its oral erotogenic level, and basing itself upon the sensations 
derived firom physiological processes, proceeds \vith increasing 
complications to what is called genital libidinal organisation 
\vith its emotional relationships to “whole-object” or person- 
alities (principally mother and father or their surrogates) in the 
infant’s immediate emdronment. 

It must be said of this aetiological scheme or theory that one’s 
experiences in the deeper analysis, not only of psychoneurotics 
but also of all character types, increasingly brings home to 
the analyst mth his ripening insight that his patients differ 
essentially or fundamentally from one another in the relative 
degree and intensity of the various t>Tpes of levels of their 
libidinal organisation. 

The impression is general that every one of them has failed 
in varying degrees to reach a fully mature genital-object-love 
level of libidinal organisation. Every^ one of them has left a 
varying percentage of libidinal energy fixated at more primitive 
stages on the road from oral autoerotic libidinal beginnings 
through anal, urethral, phalhc, towards genital object-love. We 
see the man, however legal his marriage and large his family, 
incapable of true mature love of any person, indulging his 
phallic part-object or fetishistic urges on a possessor of beautiful 
legs or hau, and at the same time insisting upon an anal- 
possessivencss (exclusive possessiveness) of an unloved (unloved 
in a mature sense) ^vife, and frequently treating her to sadistic 
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fundamental aetiology amenable to our treatment, lies very far 
back in the individual’s life. 

There are other theoretical psychopathological constructions 
which are mostly modifications or simplifications of this psycho- 
analytical concept and which, like it, claim to be based on 
clinical and analytical experience. They include for instance the 
racial unconscious conceptions of Jung and the wish-for-power 
principle and organ inferiority of Adler. But I shall not go any 
more deeply into the matter in this preliminary section on 
aetiology. Even the beliefs of man, including those which claim 
to have their source or justification in observation, are not free 
from the influence of unconscious forces, including resistances, 
the eSects of which he has not been able to assess or to dis- 
count. Judgment can never be guaranteed completely free 
fi'om bias. 

It has been said "with some justification that every unanalysed 
person can be guaranteed to treat a mentally ill patient in- 
correctly. I would extend this sweeping assertion and say that 
every adult can be guaranteed to treat a baby, infant or child 
incoixectly, and probably the more incorrectly the more they 
have made a serious study, on an ego plane, of the subject. This 
last type of treatment is analogous to the love-making of the 
person who has “read it up in a book”. The only qualification 
for appropriate treatment of patient or child is to have studied 
by personal analysis the mental patterns and child-structiue within 
one’s own unconscious mind. 

From an aetiological point jof view I may say that clinical 
analytical experience has led me to the opinion that however 
true may be the above-mentioned concepts of psychic structure, 
psychopathological changes and their development are not so 
much a direct result of exceptional environmental influences 
even in the earliest years (such for instance as cruel treatment 
from a parent ^though admittedly all traumata leave their 
mark) as they are of the reaction of that particular psyche to passive 
and firustrating influences of even the most commonplace and 
ordm^ environment. This reaction depends more on the 
hereditary predisposition of the particular psyche than it does 
on any exceptional emdronmental variation. In other words, 
how the ^d reacts is largely determined by heredity, and 
o } W a esser egree is emdronmental experience responsible 
for changes in its pattern tendencies. In this respect, too, the 
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CASE-TAKING 

After out brief, preliminary considerations or theorisings it is 
time we struck a more practical note, for this book purports to 
be essentially clinical. Its object is to present the reader -ssath the 
actual data of clinical obserx^ation. 

To obtain these data it may be helpful to have in mind certain 
general principles and a certain scheme of case-taking, however 
fluid and extemporaneous. More important than any scheme of 
case-taking is the general principle of infinite and unvarying 
tact. It is more important than all other considerations put 
together, for mthout its consistent apphcation no progress will be 
possible. It is the essence of case-taking, particularly in psycho- 
neurotic practice. True tact is very different from pretence. 
Many patients have a special facility for seeing through the 
latter, thereby rendering aU treatment hopeless from the start. 
To be genuinely tactful requires a true understanding, a lively 
consciousness of the repressions and defences of the patient, 
•whilst at the same time being oneself free from personal re- 
pressions and defences. 

First and foremost the psychologist must be an obser\'er and 
a listener. 

Do not thrust your owm behaviour or words upon the patient. 
Only be content to look at his spontaneous behaviour, his visual 
expression — ^if possible before and after he sees you — ^his initial 
behawour, the maimer in which he walks from the waiting- 
room to the consulting-room and so on. 

If he initiates the conversation, do not interrupt him. But do 
have a pad or exercise-book and pencil ready to take do\m what 
he says as he says it, for this is a most valuable contribution to 
the case material and one which you wall not be able to re- 
invoke if you miss this special opportunity. The vague descrip- 
tion of psychoneurotic experiences is often, like dreams, diflicult 
to recall if you have not noted it at the time. 

Of course you may have a scheme in mind, but do not thrust 
it upon the patient until the opportunity is ripe, or in obtaining 
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love affairs, courtship, marriage, contraceptive practices, 
ness, recreational and religious preoccupations. Through this 
chronological sequence of events we now resume his present-day 
story, business and social preoccupations, if not already obtained, 
his current sexual life, current physical disabihties and alcohohc 
indulgences, relaxation, sleep, dreams, and if possible the rela- 
tionship of symptoms and their onset to all of the foregoing. 

It is usual to conclude with a physical examination with 
particular attention to the examination of the central nen^ous 
s^-^stem. Even after this, if only for practical purposes, it may be 
advisable to gain some knowledge not only of his financial 
^vorries but of his economic position. 

1 usually proceed more or less in this order, jumping in due 
course from a mere tabulation of symptoms and their duration, 
to tireless emotional matters of family history, infantile neuroses, 
previous nervous breakdowns (including those in relatives) , and 
from there moving to his current life and current problems. It 
is essential that the movement should pay due regard to the 
patient’s psychology and that we should not, for instance, sud- 
denly confront a sex-repressed patient rvith direct questions 
bearing upon sexual matters. But even in regard to sexual 
matters there is always a tactful way of approaching the subject. 
For example, we could ask a young person the age when 
puberty arose, or the menses began, and note his or her reaction 
to such a question before trying further. It is better to forgo 
information at a first interview than to arouse the defences and 
resistances of the patient. However ambitious our programme, 
there must be no sacrifice of tact or of due consideration of the 
patient’s limits and resistances in this pursuit. It is better to 
forgo, or rather to defer, a complete outline than to sacrifice 
transference for the technical purpose of completing our pre- 
liminary investigation at the first interview. An adequate re- 
serv'ation of time for this interview is essential. Hurry is the 
antithesis of psychological consideration and assessment. The 
physici^ must for a time lean back, listen, observe and think 
unhurriedly, othentise he ^vill miss all but the most obvious 
h manif^tations, and may indeed find himself at 

^ inter\uew unconvinced of the diagnosis which, 

■\\Tt a It e calm thought, would probably have been borne 
home to him. 

Unless It is imperative that a diagnosis should be made at the 
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examinations when, filled wth ^ rnmutes questioning an 
such occasions, I spent a huiuc rodent ivithout achiev- 
irritatingly slow and unhelpful ^d suffered from 

ing anything except the mformauo . ,y j, was my own 
an attack of influenza some d,„nosOc observation 

anxiety that bUnded me to the „ for some time 

Only after I had sat fect,V^en up all hope of 

puzzling about this case and h > that something abou 

diagnosing it and consequently re “ . friend dawned upon 
the facial appearance of my slo - gazed a 

me. I went back to his cubicle, “P, , j had previously imssed, 

him from a distance .. . to oteerve . ,;ha parkinsomamsm 

namely, the typical facies °f P°=.‘''". ? systematic outline 

Although it is as well to h-vem mm^d mm afteu as no^ 

of a scheme of case-taking a ^noraneous course , r 

investigation has to pursue “ “‘'"jP (he board. The mind of 
as not the best schemes hme to g J ye to permit of t! 
the examiner must be suffiumndy “ P and striking 

sacrifice. I could probably scheme hM to give 

examples to show how every p Instead I "dh ^ute 

place to the needs of “ Pt“^'“!“Vave lust seen, this afternoOT. 

abbreviated account ^ naval officer who ha c 

The patient was a foung Dutch ^^ancce. Thus he 

through the recommendanon seemed unn« 

arrived without any ceated I asked fin* his » 

stiff, serious and silent. When seated 
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address present and permanent, telephone number, the name 
of his recommendation, his age, single, married, length of 
sendee, etc., writing them all down. Then I asked his purpose 
in coming to see me. He repeated the words he had used on the 
telephone in reply to the same question: 

‘T want to know if my nerves are right or not righL” 

I said: Well, tell me what you complain of, what troubles 
you.” 

He said, with the first suspicion of a smile: “That is just it, I • 
complain of nothing.” 

“Well, why do you come to me?” 

He said: “It is a long story, but to cut it short: I was at the 
barracks, where 1 am in charge, and a car came to take me to 
a medi^ examination. There I was entertained for an hour 
over coffee mth a medical major in the Dutch army. He then 
e t me. ter^ a time I got restless and went downstairs and 
found myseTin a room with this same major and two naval 
surgeons. Thy said my nerves were bad and I was invited to 

^en I told them I was 

a few 

intoX '"^stead of going 

lelve^I ^ at once and take six months’ 

told them I wanted neither the hospital nor the leave 

I ^ sent me to you.” 

to you to find out.”^’ ^ ^ ^ 

Juried again: “What did tha major talk to you about for an 

the timl“ln\h?end''Sed To P'‘P'=“ 

some photOCTauhs I i-i. time. I showed him 

-th iSm Sf se'St fZf ' “ 

He wild not conversation?” 

This problem by nothing in particular.” 

more intriguing. When n^r^ becoming 
mystcr)^ still unsolved it passed with the 

than exasperating. No' schemp become less intriguing 

bilitj. of help. At^latt l SdToTL?''“ing “ff-ed any fossh 
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“*;avcvouanypape._you,ined^«pa^^^^ 

was a long letter telling him .'[ >' 8^ intQ the hospital, 

leave for six — > °f,7=I^w"as of reference”. I 
One phrase caught my “ 

pointed to it and asked w ^ ^ ^ must not be content 

^ He said his fiancee had . J^bel, “ideas of reference’ . 

to enjoy sbt months leave w „omotion barred when he 

pinned to him or he P ^ had it. That was why he 

resumed his normal . j -nerves” were all right. Light 

had come to me. to verify that his i^«ve 

"“Hr;i"u\ver1re to‘any doctor-before this to verify that 

your nerves were said’ “I did go to a doctor 

At first he said No. ’'ideate that my health 

two months ap to ask for a certmea 

'' “WhaJ^d you think people were implying 

“7 knew nothing was wrong, but otne p 

that I had something wrong. 

“What? Tell me about it. Liverpool. A bus con- 

“Well, it was whde 1 ® jo feel how thin it was, 

ductress or two got hold of “V ” ^1 as soldiers, men 

and then men in the gestures in my direc- 

that I didn’t know, made pnrket an 

tion. They put a hand m tneir o 
. shook it.” 

“With reference to you. 

“Yes.” 

“What did it mean‘s” nF self-abuse. I could not 

“They made the 

remain in Liverpool wh ^ also once or twice 

to London, but I noticed It there p 

“Did you do anything ^ doctor and asUd for 

“Yes, I went and i have told you 

certificate to say I was all ngM as 

“What doctor did you go to. roffee and 

“To the major, the same one tlia 
ivith me a week ago. It liad taken nc.ar y • 

So at last the story was complete. 
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and a half to extract. The rest of the case history occupied only 
a few minutes. 

^e yoiu: father and mother alive? Did they or any of their 
relatives ever have a nervous or mental breakdown?” Brothers 
and sisters, his position in the family, the state of health of the 
others. Had he himself ever suffered from his nerves or other 
^ness. His recent history of stresses and strain preceding the 
^ents in Liverpool, any other similar events past or present, 
he answers were practically all negative and not very helpful 
to diagnosis or treatment, and, in this particular variety of ill- 
ness, hardly brightening the blackness of prognosis. AU I could 
propose was that he should abandon his project of appeal to a 
higher court to exonerate him from the “charge” andTnstead 
get in touch with the medical major who had promulgated the 
lagnosis. He consented to do so, evidently in the hope that he 

g persuade the rnajor to call it by some other name. 

^ nowing from an interview such as this how 
systematised the ramifications of his delusions 
thev are fm schizophrenic mechanism on which 

within the intractable as are character traits 

To^al oniX beliefs, including 

Lsed iLTfr nir insistences upon emotionahy 

to the e a? Zlrt'T" "^"^ties. Do we not chng 

^aveT ^ paranoiac from the cradle to the 

motion kSacrf?? without its sequel I should 

the next day She reaH'f expectations the fiancee arrived 

tion ward wUch ^be observa- 

relegating the duties S' ®™P^y ^bat of 

necessa^ m pofrt nurse to herseV I felt it 

incurring the risk of find i niarrying him she would be 

^vith the 'prospect of a '^^^dfied husband, 

in accordance ^vith the niamage indefinitely deferred 

pleasure Vght conflict with her^wS''''^®’ however much this 




such as that of a patient’s facS^^'^'^ ^ observation 

^japosis, and another to show the crucial point of a 

bili’t)"on?v,y i-’c as essential for surri^- case- 

ess in some cases as a strict 
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with intelligence. , random, for illustrative 

With this warning let us „ iled in the prescrihed 

purposes, a fairly r taken at the interview. 

Dear Dr. Brown, „ 

Ri your palunt Mr. -A 

Aged = 4 ; Srngle; Occupation, Clerk ^ 

This patient complains ‘'“'‘"?i °'^,h"TL''^hasnotgota head" 
strange subjective feelings, for * lains also of feelings of 

and That Ws “real 'f «?“ i, d^cd and that he cannot think 
inferiority, that his head is ™“ ijion that he will never ^t 
properly; acute 1 .Vrazy”, and numerous other com- 

better; an idea that he is inad craay 

plaints which he is , about four years, he goes on 

Though he puts the “'“’’f 'f" as early as i6 years of age. 

explain how he had some of g four years, with 

It appears that he has been mot* wo«e. “P 
a temporary in.=rm.^‘™'™^'„^“„Lelapse about eight months 

vulsive therapy, and a very p 

mental trouble. His t one of which, folloiving the b.r^^^^ 

from nervous breakdowns at ° hospitalfor sorne month ^ 

ofthe patient, necessitated her has had ^ _ 

He says that no other ^-glcdown, but that they : 

nprvous or mental brwKao , yoi 


if the patient, necessitated her r mother’s family has hau 

dc says that no other but that they all J r 

iompletenervousormentalbr^Mown, 

■bad nerves” and "crvous h^;, now the youngest of a ^ 
lied at 2 vears of hydrocephalus. Jle brother died eg^ 


fhe sister four years o recovered. , infantde 

,en years ago but has app j whether he ha * .q^j 

pL//»Joo-: The patient IS doubU had^hem 

neuroses. At one . his and^aid he had only M 

twitchings but later he c U tonsils a central 

since his operations “ ’i of organic disease of the 

Physical Signs-. I could find nos g 
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nervous system. He had a very slight tremor which was not constant. 
Optic discs and other cranial nerves appear normal. His tendon 
jerks were surprisingly sluggish. Blood pressure 130/90.^ 

Conclusion: Although this man’s method of relating his symptoms, 
or rather his genius for avoiding any statements, and indeed his 
entire manner and attitude to his illness, might well suggest hysteria 
— ^hysteria so acute that I can quite understand this leading to 
erroneous diagnosis — yet the nature of his principal complaints (feel- 
ings of unreality and the unusual strangeness of such a subjective 
feeling as that he “has not got a head” and his “real self is gone”) 
points to the diagnosis of early schizophrenia, in spite of the absence 
of the usual auditory hallucinations. 

Although some practitioners might favour a tentative course of 
analytical treatment, provided it was clearly understood that little 
more could be hoped from this in his case than a slight amelioration 
merely of the hysterical aspects of his illness, I myself would not wish 
to encourage it except to precede and follow treatment more appro- 
priate for schizophrenia. He has already experienced some temporary 
intermission following electric convulsive therapy, and whether he 
repeats this, or resource is had to insulin treatment, I feel that the 
seriousness of the prognosis will not be substantially altered, and 
that the most that can be hoped for is recurrent remissions. 

I am sorry that I would not feel justified in offering you any help 
in this particular case. — ^Yours, etc. 

In my opinion it is not always necessary in every case to go 
too fully into too many details of matters of collateral interest. 
Sometimes tracing the main aetiological factors in a particular 
case is all that it is possible to do in the time available at a first 
intervie\v, particularly if the patient offers considerable resist- 
ance to investigation of the relevant matters. I would even go 
so far as to say that a physical examination on the spot is not 
always (though usually) advisable, having due regard to the 
emotional state of the patient and the acuteness of his illness. 
It is occasionally better to leave this responsibility to another 
practitioner, particularly if it is clearly irrelevant to the diagnosis. 

Ml tabulated systems of examination and rule-of-thumb 
piides are as artificial as, for instance, technical instructions on 
how to play tennis, or indeed on how best to live one’s life. 

le^ some little value as a preliminary theoretical 

course or t e very green beginner, but adhered to beyond that 
stage may become an obstacle in the path of advancement, or 
a stand-by for the inept ^vho would do better to give up the 
subject. Art or science, like life itself-or tennis-cannot be 
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Zuately conduced by the ego; the heat., ntind and spinal 

cord must be in it. ,-,.,p-takinK is a genuine 

The only true guide coupled with intelligence, 

enthusiasm for enquiry and rcra P fallowing may 

a psychological sense and experience, 
illustrate my meaning: 

Dear Dr. Smith, Mr . Y 

m,o years. '’‘ftiT^m appriiiced to bmlder 

‘'nervausners .before the ^ continuous pains m 

This patient f ,f ““^„eral ciamminess (perspiration), 

the head, "stomach trouble a 8 „„ back on the settee in 

He says: "1 don’t seem Jg-ering from extreme lassitude. 

a lackadaisical manner as if hewer ^oce or less 

Dmatmn-. The lassitude, '’“ '^of three or four months duration 

present. The other ^ of staking which have only come 

with the excepuon of the attac , 

on during the past six weeks. „ot suffered from 

Farraly History. Father ^'"'’E^Jable and subject to wo^ 

nervous breakdowns but IS somewtatum ^^^„crent taadache . 

tempers if upset. His Cdc ttan himself 3 ° ^"d s®). 

He has two married do not suffer from nervous 

and one brother five years y g child, 

trouble. , . always a slightly 

" Tric^m his mrrml 4“^ tSdy‘‘we 

shaking, which have «““?L„rmovemenB of his whole bod^ 
consist chiefly in the tnost ,hc .„hcd 

had a dight demonstrah "omach and gs 

jerked backwards and fonva ^ alarming 1 ue gasped 

up and down in "^"”"ds. At the same ume he ga P 

attack lasting for about rty _i,vsic.al causes, 

for breath. , nttribute his illness to P ^ “clocg^ 

At first he was >"chned bow els be 

saying that he thought stomach. F> ^’1.5 admittf^ 

up” and then that it was aUdu^ to m he 

consider the possibility of mental 
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that he thought it was due in a large part to the Navy. “I did not 
like the Navy too much. I was not fond of it. I have hated it par- 
ticularly for the last eighteen months. ... I did not care for the 
food, and finally my stomach went wrong.” 

In spite of his reluctance, I persuaded him to tell me more details 
of his sexual life. He said that before entering the Navy two years 
ago masturbation used to be two or three times a week, but since 


joining the Navy it has been very rare, only once in several months. 
It appears also that since the age of 14 up to the time of joining the 
Navy at 18, he had been in the habit of going out with a particular 
girl friend at least once or twice a week. At first he said that they 
only indulged in kissing and cuddling, and that it was an emotional 
strain causing him to masturbate on leaving her. Subsequently, he 
admitted that he had been in the habit of having complete sexual 
intercourse with this girl from the time he was 14 years of age (she 
was 12!). Contraception was usually by withdrawal {coitus inter- 
ruptus). This sexual relationship took place on an average once a 
week. It was almost completely interrupted through lack of oppor- 
tmuty when he joined the Navy two years ago. At the same time 
masturbation also practically ceased. 

more closely for an munediate precipitating factor, 
this rather difficult patient finaUy told me that four months ago he 
received a letter from the girl, now aged 18, saying she had become 
engaged to be married and would not be seeing him any more. 

Conclusion: There is no doubt whatever that this lad is suffering 
rom what imght be caUed “acute” hysteria manifesting itself in close 
^ hysterical fit. Though undoubtedly aetio- 
bv include an inherited predisposition, as evidenced 

“Rations of infantile neuroses, I have no doubt that 
niDb^S'^ aetiologica factor is the sudden and continued inter- 

SfandlnT 14 years of 

maintained for about four years, that it until he 

mind completely interrupted. To my 

so abstinence contrasting 

tension which cmilH ^ hcence set up cumulative nervous 

uncongenial Naval Tf ° adequate sublimated discharge in his 

of thri Sem the maxJestation 

L^eoTSvsSr ^ doubt that in the 

really h= calls ■•shaHng”, and which 

to be an unconscious of his whole body, would be shown 

sexual movements (specificallv^Sp pantomime symbolising the 
so abruptly suppressed and ivViirh v.’ ° °^gasm) which have been 
impossible to forgo indefinitely unconscious mind has found 

The case is eminently suitable for psychotherapeutic treatment. 
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and as the illness, at least in its severer aspects, is so recent I think 
treatment should be begun without delay and before the symptoms 
become habitual and established. — Yours, etc. 

After these two short examples of a typical psychotic and a 
vivid neurotic illness, we will conclude this chapter on case- 
taking with the suggestion that it is a very good plan to write 
one’s summing-up of every case immediately after the interview. 
This is useful for reference purposes as well as for compiling the 
letter to the doctor. 
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GLASSIFICATION 

CLASsmcA-noN of the neuroses is a branch of the wider problem 
of the classification of all merh:al and nervous conditions. A 
succession of attempts have been made to put classification upon 
a scientific basis. 

Physical or Physiological Classifications: Though it is evident that 
some pathological states such as manic-depressive psychoses, 
some schizophrenias, involutional and senile conditions, not to 
mention chemicaUy and bacteriologically induced mental fil- 
n^ses, ave at least factors in them which he deeper than any 
discovered mental mechanism, attempts at a physical or physio- 

abandoned as too 

statL'' physiology of normal and abnormal mental 

acaSf based on current 

baniruptcy when ®facS“^th “th "I 

psychiatry *' Phenomena of cUnical 

fafSHnon have had to 

a^orth?L&^^^^ 

upon the/om ortySpto^p° eTenS^ h 

?htugr^1r’tji?gTntd anf nnSenti^^^^^ 

Emil KraepeUn it should adopted since the time of 

that it is a" clas^fiS 

morbid process and nnt • end-products of a 

mental nature. These conside°rations^^^^^°^^^^°^°^ funda- 
they are the outcome of tSe theoretical, 

for not orfiv does every case ‘^hnician; 

s>-mptom or other characteristic of 

everai pt the neuroses, but 
44 
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^ . ‘4. io iiciinl for a case to 

even during the course of ‘ one dassificatory 

change its presenting symptom-picture 

type into another. • prevailed in the world 

The position is analogous to * ^^r^^^ere classified as the 

of chemistry and physics, w e investigation revealed 

unalterable units ofmatter.un^ further 

thdr transmutabihty and their com 

electrical energy. further investigation o 

SimUarly we may hope th ^gidly to our 

clinical material, so long as « ^ explaining trans- 

provisionai classifications. “ ,;j u-untiltheveryfoundation 

LtabiUtymayincreasmglyrevea U of mental-emotiona 

and nature, not only “f u™ronc ^ ^ base menta 

processes themselves, may em^^ upon which th 

phenomena on as sure a ‘P j of the material world. 

physicists have based the Ph .g ,ion of the neuroses upon * 
The custom of basing a '’^"'“'‘Irurdity when we find the 
presenting symptom is red-ic^ “ -‘“‘'‘'^. 0 “” " 

names for a phenomenon in ord , ut his session 

““m reminded of a P^h^^f^SruitasL^Se said. 

Sru^orShufto^h^^^^^^^ 

or claustrophobia o J ^ phobia, ^. 

is not »fe't^PhuV‘“g‘‘J5’oUm of morbid fear, mo^ 

Umtthcpaucnt a g.^rrcnt 

can present itscn 
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frequently ways which have no obvious connection with anxiety 
at all. Insomnia, for example, is commonly due to a fear of 
going to sleep and encountering the “dangers” within the un- 
conscious. In this Hght it may be regarded as a “phobia” of 
sleep, or even of relaxation, an essential characteristic of anxiety. 

In pursuing the quest of a truly scientific classification, as we 
arrive ever nearer to the basic psychopathology of all functional, 
nervous and mental illness we tend to find that unity is taking 
the place of diversity, that all the partitions between our pigeon- 
holes are ceasing to exist, and that, with one essential cause for 
all the many manifestations, the final possibihty of every classi- 
fication has faUen away. We have arrived at the beginning of 
a psychopathological process common to aU neuroses, to all 
psychoses, and even permeating, to some extent vitiating, all 
so-called normal mental functioning. 

What is the common root from which spring the great 
diversity of morbid mental phenomena and which forms the 
nuc eus o evepr psychogenic illness, neurosis or psychosis? It 
as equent y een said that this common foundation is anxiety. 
A moment s reflection teUs us that anxiety is a manifestation or 
t Itself requmng investigation and elucidation. It 

^ on tius account that the next section has been devoted to a 
inteZnp 3 qvnte apart from its innumerable manifestations 

^ ^ constructed symptom-formations which 
^^bsequently consider under our various headings. 

solution investigations or reach a satisfactory 

apSef I too greatly d£- 
mo^re or less th that such a solution is nothing 

5SarcVL^:Sw . psychological re! 

would mean that this if accomplished 

the ps^cirteaXm tensions accumulate in 

along physical and psycbi™ 

symptomatic and sublimited nathl^tl instinctual, 

- not so obtain discharp-e nrr^ ^ 1 ^ these tensions do 

morbid condition arises a rn j.°?^tc_to their accumulation a 
tension must at some point no^lo^ if ever-increasing 

ivill break out in one or man v possible to contain. It 

it should favour one direction^ ^ 'l^'^^^^^ty of directions. Why 
one direction more especially than another 
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probably depends upon the 

Lindividualinwhom.thas^™muto^0^.^j^ 

tion is based upon the P!''*°™ inftance, if the outbursting 
of its outlets assume Thus, _ obtain a muscular 

tension should overwhelrn unorganised physical 

discharge along the most pn illness is classified as 

routes of the voluntary tnusculauve the tUn® 

epilepsy. If its ““‘^^ess produces violent physical 

whelm consciousness, but as a major hystencal 

disturbances or actions. It may be classiheua^ 

lit. Similarly, if this accumu g , ■ sensations and 

periodic congestion of the ^min associated mechanisms, 

disturbances of vision. A cousin 

it may be correctly diagnosrf as ^ych is usually 

to this last manifestation ^“^^a^bance known as trigeminal 
missedj is the periodic sensory 

charge along far more °''8“'"'f^,a,4nces in variations of the 

foregoing. They may “““*^‘a“togm every vanety of aber- 

most delicate mental e extreme form actually 

ration from the normal, and i . ^ the cognative as 

seeming to divide the g.^,.tit,e disorders, schisoid states 

in the numerous varieties ol atiecu 

and schizophrenia. problem of anxiety reaches its 

Thus we see that until P^^;" nt with a classification 
final solution we may have to . selection of the mam 

of neuroses based upon the jX^Thls, if it tells us htde 

grouping of their symptom-pr«en disorder, tells m 

or nothms about the essential clemen Uic majonty 

: lealu^Uingofthepicture" 

of us who see no deeper ecular phyd“' 'Zee 

the nature of disease. 



50 


CLINICAL PSYCHOLOGY 


SECT. I 


“More than that, even when you cover this hair with your clothes, you 
still feel that the shameful thing is visible in what you choose to regard as 
your manifest homosexuality. Nevertheless, you are still on the same tack, 
endeavouring to remove what is nothing more nor less than a symbol of 
that which you wish to conceal, eradicate or cut off. 

“X-ray treatment is the only thing that would remove it. But such 
methods would avail you nothing. However successfulyou were in removing 
that hair permanently , your complex would remain, and you would still 
feel that the shameful thing within you was revealing itself one way or 
another.” 

In the rather hopeless task of getting such a patient to re- 
cognise at the first interview that his “complaint” was merely 
a symbohcal representation of the inner and hidden complaint 
or complex, it had inadvertently slipped out that there was 

a physical treatment which could remove the hair on his 
back. 


I noticed zs I mentioned X-ray therapy that his eyes suddenly 
ht up, and it was particularly on this account that I was not 
su^rised when he made no further appointment tvith me. I 
a a very shrewd idea as to where his next guineas would go. 
it was some six months later that this man again com- 
municate me. In the meantime he had undergone treat- 
ment which had partiaUy denuded his shoulders of hair and had 
occasioned an odd contrast betiveen this part and the rest of his 
hirsute body. He was just as worried. 

to relaxing upon the settee, but 
uXSr'h- great deal of wUch to 

aS W T •• ‘‘”0 *>'= protested that it was 

Sih raAer'^ P“‘ osie would 

? w physiological 

In acc^dr' ^ pretent and future difficult. 
there wL snrfl,'"*u'“. emphasised his theory that 

tharhrv“cfpSitf “^^-p 

of any use to wCetr treatment being 

In fact, nothing\oui?Tav^^'^^^^^ unnecessary, 

straight into all his past Tier froux plunging 

and difficulties including a rl ^iod, psychological conflicts 
development ^ tl^eir chronological 

Presumably his theories, together . 

gecner ivith his original determina- 
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tion to remove his hair by “ssim'of the defensive 

this complaint took, were mere y P ^ ^^ges which he 

elements in his mind against the were at the 

had long '^"dcavoured tyepr^ H 
moment concerned with un-repr s 

whole matter up to consciousness. of infancy 

He began with a story of “me h to 

which had led him to masturbation from the g 

fifteen. He said: . . , , jti, ^ period of church- 

“Curiously enough this coincided ** j* ? 
going and deep religious fervour V of 

-Nothing seemed to »"PP“ Xl^^mvelation. I can only 
sixteen! 1 seemed to get an “^^hich St Paul tvrites 

compare it with the sort of to Damascus. I 

about at the time of his convwio ^ ^,^5 at the 

can still remember the oM^m beautiful world 

time, and looking through the wina 

without. , ,b,t everytUng was beautiful, 

-I suddenly seemed to reM.se ^„d. at the same 

that all people were lOO P'/^f" ' P^ltingly ugly within mr. It 
time, that there was “"t?*’ 1 v ^nd from that moment I 
seemed to give me a terrible shock, ^ 

cut sex clean off. , difficulty m mamtam- 

-I admit that subsequently I had som^^^^j I did 

ing this thesis of lOO per “nt- P advertisements about 

mlintain it. For instance r*!™! decked that they were jus 
books about sexual hnowledg ^ I matteis 

catchpennies for a world ‘hm ^ ,vhatsoever-and 

stuck to it that people had no in.eres 

no desire for it.” , y ^re frequent ^uoug 

Such remarks as •‘'“‘”.'’V„,^cl,ologist. A colleague of roi^ 
the experience of the medjcM ^yc to Si ''“""S 

still relates the incident f “n eU^ ,„,crcourse m°^ P'“" 
analytical session, ^amarked ‘hat m ,, e East, to 

The person who is obsessively 
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impulse commonly goes about in his outward life pretending 
that sex is of no importance, and emphatically denying the 
sexual theory of the neuroses. 

The patient continued: 

‘T started off by thinking I was the only one who had been 
wicked enough to indulge in sexual feelings at all and that there 
was nobody else in the world as wicked as I was. Anyway, I put 
away my masturbation and gave up all sexual experiences. I 
have never indulged in them since. 

“It was some years later that I got to know a youth five years 
my junior to whom I was much attracted. His parents kept an 
hotel at a hohday resort, and it occurred to' me that I should 
lik e to spend a hohday at that particular place. I don’t think it 
was the fact that he would be there that attracted me. \He really 
said that.'] Anyhow, I fell in love with him. 

“He was one of those girhsh-looking youths, smooth-skinned 
and without any hair on the face, who stiU attract me. For a long 
time I thought more about him than of anything else. He 
monopohsed my whole life. The only time I lived was when he 
was near me. Anyway, we took a flat together. 

“It proved a most unhappy experience, I had thought that 
my feelings were purely mental and spiritual, but living with 
him I discovered that they were physical as well. The experience 
was unhappy because I was determined never to tell him. After 
two months of this I got appendicitis, and that rescued me from 
the unequal struggle, 

“It was shortly after I had fully recovered from the operation 
that my present worry about the hair on my back arose. I can 
remember the occasion most vividly. I was in a bathing tent at 
the time preparatory to going for a swim, which I have told you 
was a recreation I particularly enjoyed. I was undressing when 
I saw this hair in the looking-glass. 

Of course, it must have been there for many years, but on 
this occasion it gave me a terrible shock. Instead of going swim- 
ming I hurriedly got dressed and came away. And I have been 
careful to conceal it ever since.” 

Analyst: ''■What did the hair betray?'' 

“I suppose you mean it betrayed my homosexuality.” 

Analyst: “If you had seen a cloven hoof or barbed tail, what would 
that have shown?" 

“My abnormality.” 
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Analyst: it were horns sprouting under ^our kair^ what would 

that have given away?" 

‘You mean in addition to the horns themselves?” 

Analyst: 

“My Satanic quality — my sexual life of school days.” 
“Analyst: it homosexual then?** 

“Well, ifit was I didn’t thinh of it as such. I later (at fifteen) 
thought of it as wickedness in a pure world.” 

Analyst: *'Thal w when you 'cut sex clean off'?" 

“Yes.” 

• Analyst: "And wished to become pure and good and smooth like the 
rest of the world'^" 

“Yes ” 

Analyst: "Without any sexuality^" 

“Yes.” 

Analyst: "Without any hair on your hod}\ and further, without any 
mascuhnity, and particularly without ary sign of it such as visible hair 
on the face?" 

“Most emphatically.” 

Analyst: "In fact, as smoothfaced as ike girlish youth you felt in 
love with^" 

"Yes, that is what I ^vould have Uked to have been like ” 
Analyst: "And that is ivfyyou liked that youth, and that is why 
you nurse the illusion tkatyon betriy homosexuality or femininity. But even 
this, which is the negative side of the picture, seems to _}ou to betray the 
very positive thing which you wish to conceal, or to cut clean off 
"And when you see hair growing onyour body it is just as though the 
horns had sprouted through, despite all your endeavours to repress it, and 
so beirayedyouT wickedness to the world. 

"And soyou wanted me to aid and abet you in eradicating this most 
recent irruption of that which you had fried to eradicate at the age of 
sixteen 

"Tou cannot solve your problem by cutting nature off, or yon would 
have to cut your ivhole body off and become a spirit. You will discover 
that you have to find some other solution ” 

P^chopathology: Wc can best illustrate the psychopathology of 
tliis case by dividing the mind into its three main (opograpJdcal 
divisions. Indeed the patient’s illness is due to just such a dis- 
sociation or division of his own mental ingredients into three 
distinct and even opposing and conflicting parts. 
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The first part we may call the second, a little later in 

development, we may call Anti-body^ ; the third, which is nluch 
later in development, and for which very little space is left, we 
may call Common Sense”. Psycho-analysis has termed the first 
the “Id”, the second the “Super-ego” and the third “Ego”. 

Now, the “works” begin with the activity of the body. It was 
physical impulses and feelings which were responsible for the 
masturbation activities. These went on for some year's, like every 
other body function, unhampered by any opposing force. 

However, the opposition had apparently been accumulating 
in its own separate compartment, and it was at the age of 
fifteen, while he was riding on that bus, that it suddenly came 
into contact and conflict with the years-long established 
masturbation. 

As the body had been indulging itself in all its manifold 
activities, including growth and the satisfaction of instincts, so 
those anti-body forces had evidently held their head very high 
above all such things. The more extreme the one was, the more 
extreme and dissociated became its counterpart in the course of 
its development. 

Thus it was that day on the bus this youth of fifteen suddenly 
pictured the world as loo per cent, pure, that is to say, with 
absolutely none of these physical or bodily things. 

This striking antithesis shows how drastically he had divided 
these tAvo portions of his being, and how inevitable must be the 
conflict between them which was to pmsue him throughout his 
life. 

This antithesis {and the resulting conflict) is the essential mental 
origin o f all psychogenic illness and in its most extreme and unconscious 
form it is particularly characteristic of schizophrenia. 

However, he had projected the “anti-body” one on to the 
world outside, and regarded himself as the unfortunate embodi- 
ment of all that was base and undesirable. [A preference for the 
antithetical selection is more common {e.g. paranoia).] This 
would not do at all. It could not be tolerated. Therefore he had 
“to cut sex (or body) clean off”. 

You see, otherwise he would not have been able to love him- 
self at all. Or rather, his anti-body part (conscience or super- 
ego) would not have been able to love him. This alternative, the 
equivalent of no love, would have been death. 

“If thy right hand offend thee, cut it off and cast it from thee, 
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for it is profitable for thee that one of thy members should perish, 
and not that thy whole body should be cast into hell.” 

Accordingly, this youth *‘cut sex clean off”. But sex, like every 
other portion of the body, is an irremovable part of a bodily 
whole. The body will not lie down to such treatment from any 
dictator while there is any life in it. While there is life, it will 
unceasingly be striving to reassert itself in one form or another. 
Hence the conflict or war within the mind will continue inter- 
minably until death. 

The battle may sway first to one side and then to another, 
but conflict there will always be. The poor ego, or common- 
sense member, ■will find itself buffeted about and coerced first 
by one of these powerful fighting forces and then by the other. 

At sixteen the patient thought he had won on the side of the 
super-ego (100 per cent, purity) by “cutting sex clean off”, but 
the victory was, of course, incomplete. Masturbation un- 
doubtedly cropped up at more or less frequent intervals, in 
spite of super-egos, however strong. All that ^vas certain was 
that the war continued. 

But in so far as se,xuality was unduly beaten down by these 
opposing forces its Jibidinal energy found other forms of bodily 
expression, and through them other ways of getting its own 
back. The growth of hair, or rather his compulsive mental con- 
centration upon it, was no doubt just such a one. This in turn 
caused similar worries to those of the compukive masturbation 
impulse, and a similar wish on the part of the opposition “to 
cut it clean off”. 

Finally we get to the stage when he sees the figure of a youth 
symbolising what he himself would have liked to have been — 
smooth-faced, and symbolically sexless, or “too per cent, pure”. 

It is this 100 per cent, purity which he loves or thinks he loves 
and cannot have too much of. Therefore he proceeds to share 
a flat ivith the pure one. 

But again he finds that in the pursuit of these ideals he had 
reckoned without his host — the boify. Up crops the hated demon 
of impurity once again, and to his horror he finds he is h.iving 
physical, sexual phantasies, desires and impulses towards this 
symbolically pure, love object. 

Evidently at this stage the conflict became so severe 111.11 real 
physical things went wrong ivith fus body — phj-sic.il Uiintp 
which fortunately saved him from an impossible situation. He 
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got appendicitis. Again there was a cutting-off, or cutting-out, 
of a portion of his body. This time a real portion was cut off 
with a real knife. Anyhow, that ended it . . . for the time being. 

But while there is hfe there is hope — at least, so the body 
seemed to feel, for it persisted in plaguing him, its oppressor, with 
its undesired growth of hair in one place or another. 

It is not without some significance that he discovered this 
unwelcome irruption just at a moment when he was going to 
indulge himself in the physical enjoyment of swimming. Swim- 
ming often appears in dreams as a symbolical expression of 
the sexual act, particularly of the unconsciously incestuous 
sexual act. 

The guilt, which was not far beneath the surface, pinned 
itself on to the hair which he saw in the glass in his bathing 
tent; and not only guilt, but also anxiety of its revelation. 
That finished swimming, as his 100 per cent, purity had 
finished masturbation, and as his appendicitis had finished 
homosexuality. 

Well, hasn’t he had enough of all this? Oh, no! No conflict 
is solved by the diametrical opposition of two portions of the 
mind. Unless they can get on speaking terms with each other 
and reach, if not fusion, at least toleration of each other, the 
fight will end only with death. 

This patient, in his endeavour to be 100 per cent, mind or 
spirit, comes to me with what he feels to be one or two intoler- 
able blemishes. They are, of course, all one and the same thing. 
Only he does not call them by that simple name. He calls them 
hair on his back and “slight homosexuality”. 

It is not so slight as to be possible for him to forget it. He 
thinks, indeed, that everyone he meets can see it, as though it 
were the first thing or the most important thing about him. 

Why doesn’t he call it “sexuality”? Well, sexuality leads to a 
certain complete act, and he could never, since fifteen, have 
been so frank about his body and so tolerant of it as to accept 
such a tendency. This sort of frank bodily thing has got to be 
“cut clean off”. 

That the “cutting-off” was not so complete and clean is 
shown by its reappearance in a lesser form called ^^homo- 
sexuality”, and even then the lesser nature of the “crime” is 
emphasised by prefixing still another word, “slight”. At the 
same time this tvvist (/io;no-sexuality) gives the ego an excuse 
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ANXIETY 



CHAPTER VI 


A SPECULATION ON THE NATURE 
OF ANXIETY 

In a previous book * I said that anxiety is the raw material out 
of which all neurotic symptoms are made, and the relationship 
was shown between the normal reaction of fear to an external 
danger situation and the reaction of morbid anxiety to an 
jnternal “danger” situation. As we propose in this book to carry 
our studies to a more advanced stage, a word should be said 
about how this internal danger situation, the precursor of 
anxiety, itself comes into being. 

Here it seems to me that we approach the borderland bet^veen 
psychology and physiology. There is evidence that the life- 
process contains physiologically something which can only be 
expressed psychologically as a state of increasing tension — 
physiological tension preceding mental tension. 

We can illustrate this concept by taking as an example one 
of the simplest forms of life, for instance the amoeba. This, 
a unicellular animal in the process of ingesting increasing 
quantities of nutritive material, eventually reaches a size at 
which it begins to change and form two amoebae. The latest 
view as yet substantiated is that the initial event consists of a 
dip or dimple forming in one part of the surrounding cell 
membrane and reaching down approximately to the nucleus, 
which then begins its changes. Brologists say that there is an 
increasing “turgor” in the growing cell. This they define as a 
state of ‘■‘'turgidity^'' or tenseness. It is presumably (his which 
initiates the clianges in the cell, and in its nucleus, culminating 
in cell division. 

The problem tve may consider is what is the internal state of 
that amoeba just prior to the commencement of cell division. I 
feel that the biologists must be right and lliat we cannot resist 
the deduction that a state of tertston c.xists wihin it. Since the 
canon of all science is that there is no effect without a cause, 
wc must assume that there was something \',hich had not prc^’^ousIy 
■ War i>i tV and Cd. p. 13. 
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been there, or which had not previously been adequate in in- 
tensity, to initiate this physiological process of cell division. That 
“something” was tension, increasing tension, finally reaching a 
point at which cell division (reproduction) begins. We do not 
know whether the amoeba foels anything, but if it could feel, on 
the analogy of our own subjective experiences, it would be 
natural to assume that it feels tension — perhaps some degree of 
increasing discomfort. Anyhow, the splitting or division begins 
to take place. 

Now we have only to go beyond the realms of physiology and 
suppose the amoeba possessed (which it presumably does not 
possess) a force or mental quality within it opposing this physio- 
logical process of splitting or of reproduction. In so far as this 
latter force was at all effective we would have to assume that it 
was sensitive to the increasing tension or discomfort which it 
was actively preventing from resolving itself into physiological 
activity. Thus we would assume that, as the tension within the 
cell increased, this secondary mental quahty would experience, 
or have cognisance of, the increasing discomfort. We would also 
have to assume that the accumulation of energy (tension-energy) 
being prevented from translating itself into cell division would 
tend to leak out in other forms of activity (cf. symptoms). At 
the same time as this “mind”, resisting the translation of energy 
into physiological activity, felt itself to be threatened by the 
increasing pressure of the opposition (nature’s opposition) this 
mind would have reason to fear that at any moment it might 
be overwhelmed, brushed aside as it were, by the forces of 
nature. 

Man, neurotic man, who has opposed his instinct-pressure, 
is in this unfortunate position. Thus he may be the victim of 
two sources of discomfort, tension and anxiety. The increasing 
instinct-pressure within him, finding its outlet or its translation 
into physiological activities blocked, would thus be a source of 
discomfort analogous to the increasing tension within the cell 
membrane of the growing, but not-dividing, amoeba. This 
would be one source of discomfort, a physiological one, ap- 
preciated mentally. The other source of his anxiety might well 
be a fear on the part of his ego that its efforts to control the 
ever-increasing pressure of nature might at any moment be 
brushed aside. 

There is e\ddence that an anticipation of this sort on the part 
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of the ego, the anticipation of being overwhelmed by forces over 
which it no longer has control, is interpreted by it as a threat, 
not only to its powers of control but to its very life and existence. 
It is as though the individual thought, “If I lose control I am 
lost — am no more”. Thus it summons all its energy to further 
efforts in the losing fight. It may not yet have lost, apart perhaps 
from minor defeats, but it is in the throes of the most awful 
anxiety. 

It is not suggested that the animals, from the amoeba to the 
mammalia, have consciously elaborated a true philosophy or 
arrived at a true appreciation of reality which we could not do 
better than accept and emulatel But I would say this for them 
They have not arrived at a false one. 

Their instinctual urges which they accept without question 
are true for them and true for their reality experiences so far as 
these go. The only frustrations which they will encounter exist in 
the real world around them and they will use every ounce of 
their energies, instinctual and ego energies, to overcome these 
frustrations and to modify the real world around them to 
suit their instinct requirements. Unfortunately for them their 
capacity to manipulate reality is particularly limited, but in the 
ivild state, they have insufficient stiper-ego, to pit an elaborate 
distortion of reality against their instincts and to create frustra- 
tions, conflicts and neuroses wthin the- psyche itself 

This last is commonly the condition of the patients who come 
to us for treatment. It seems futile to say to them “Why, you 
have only to step aside and leave the thing to nature which was 
there long before you were, which created you in its womb and 
which has maintained your life and health ever since, long 
before you in your stupidity presumed to interfere and try 
fruitlessly to take the matter out of its hands 

“Cannot you appreciate that you were not consulted at >our 
making and yi^t you came into being, not into destruction? Can- 
not you appreciate that the forces of life arc aeons older than 
you arc, that they made you and used you and still flow through 
you as they do through all their creations, urging you and 
compelling you witli irresistible insistence that you must obey 
their will and fulfil their purpose? Nature is using us all in its 
evolutionary’ fulfilment whether wc wish it or not. There is no 
successful gainsaying her. AW you can succeed in doing is putting 
your feeble little ego in her path and foaring, as well you ha\c 

n 
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reason to fear, that she will brush the puny little new-growth 
aside. Your ego was never created for such a purpose. Your 
ideas or ideals are not comparable to the purpose of nature 
which you are incapable of understanding, leave alone of 
drastically altering or reconstructing. 

“The most that your ego can do is to harness itself to these 
great forces aspiring to be their servant, not their master. 
Nature’s purpose will be fulfilled whether you wish it or not. 
Object, and you will be destroyed or at the best filled with 
anxiety, discomfort and unhappiness. Acquiesce and you will be 
carried forward with all the exhilaration of nature’s forces 
buoying you up.” 

Unfortunately this thesis, however readily accepted by the 
anxiety-ridden person’s ego, is ineffective in removing his 
anxiety-ridden resistance to his primary urges. It would appear 
that there is some buried force inaccessible to his reason which 
is unconsciously creating the condition of intra-psychic conflict 
or war within his mind. Throughout his life and possibly even 
prior to his individual existence, resistances to the natural law 
of his instincts had been accumulating to a degree far in excess 
of that demanded by the realities around him. The structure is 
largely an unconscious one belonging to the forgotten past. He, 
or his reason, is powerless to alter it. What is to be done? 

This is where analytical psychotherapy comes into the field. 
By the technique employed this unconscious, repressing structure 
is gradually brought into consciousness where the forces of the 
patient’s adult ego and reason are for the first time in a position 
to deal with it and destroy its power to wage this hopeless fight 
against nature’s legitimate and inexorable pressure. The reality 
sense should be all that is necessary to prevent instinct from destroying 
the individual orjand the society in which he lives. The forces which 
irrationally and unduly attempt to dam up his instinct-drives 
arc of a distinctly lower order. They lead to a state^f anxiety, but 
not to any really successful adjustment to reality. Hence, while 
he wages war against what he considers to be the destructive 
power of instinct-pressure within him, he meets Ins destruction 
in spite of his fears, or rather because of them. 

.'Vnalysis of the mind enlarges his ego, or reality principle, at 
the expense of these irrational warring elements. It extracts the 
energy which is being absorbed in them, and in their symptom 
eruptions, and makes it available for the use of his ego. Thus his 
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ego grows and is strengthened at the expense of the forces main- 
taining Ixis neurosis. 

This is a process by which we may Hope to bring the irrational 
forces of his unconscious mind into contact with his conscious 
ego and reason. What he will then be able to do with them is 
limited by the nature of his ego or reason and whether or not it, 
itself, is properly adjusted to the realities around him. 

So the purpose of this book is as far as possible to deal ^vith 
this ego or reason. Before this can be done it is necessary to draw 
attention to the fact that all is not reasonable within the reason, 
that reality has beerLmisinterpreted by man’s ego and that in 
his manipulation of it he has insufficiently taken into account 
the nature of his own internal reality, of his own instinct nature. 
In fact, his ego is a distorted and diseased structure and a very 
important obstacle to the successfial adjustment of himself to 
reality and of reahty to himself. 

In short, it is not merely a neurosis from which he is suffering, 
though it is the main purpose of this particular book to draw 
attention to his neuroses, but it is also, and this is of far more 
serious import, a psychosis which has him within its grip and 
into which, as is the case with most persons suffering from a 
psychosis, he has little or no insight. 

We shall come back to this at a later part of the book. In the 
meantime I propose to give a scries of case-sheet extracts to 
draw attention to the operation of anxiety in human life — 
anxiety or more fundamentally ttnston, the raw matenal out of 
which all neuroses are made. I shall begin \vith tlie case of a 
man who in the ordinary commercial world passed amongst all 
lus friends and acquaintances as normal and successful We will 
see what is going on behind the efficient c6ver of this normality 
and success. Further, it will be pointed out that this is only a 
more /u'nnoimced d^jgree of Avbat is ^roin^ on in all of us, in 
practically every human being. There is constantly some degree 
of morbid anxiety in every normal life. I have not selected a 
penon who is in this respect very much out of the ordinary*. I 
am merely throwng into a slightly higher high-light somctliing 
which in some degree, operative or inoperative, lies in every one 
of us under the normal social and ideological conditions which 
we liavc created for ourselves witli our usual failure to appreciate 
adequately what wc were and what wc really arc under the 
surface. 
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STY, the most fundamental and universal of all nervous 
and mental symptoms, has no reliable, magical cure. The truth 
of the matter is that before we can rely upon fuUy curing any 
ngwous or mental symptom, even anxiety, we must understand 
it; That is the tenet of aU science and the essence of the scientific 
method. In attempting to understand anxiety we are led to in- 
vestigate it. The more we investigate the more our investigations 
lead us into wider fields — unbelievably wide fields — ^until eventu- 
ally we find that we have the whole problem of the universe to 
deal with. 

To the scientist this should not be surprising. He has come 
to the same conclusion in whatever field he has chosen especially 
to pursue his investigations. At whatever point he begins his 
researches, if they are scientifically genuine, he is led to realise 
that aU problems are xiltimately one. There is only one riddle, 
and mankind has not yet reached its ultimate solution. 

This section on the Problem of Anxiety will lead us eventu- 
ally into a consideration of the most fundamental problems of 
life and death. In the meantime the investigators, in this case 
therapist and patient, have the consolation that certain minor 
problems are solved on the way and that betterment, if not 
complete solution, satisfaction and cure, can be gained by the 
wayside. First — and perhaps also last — we must examine the 
data of observation, the clinical material in statu nascendi. 


Case. — (i) A healthy-looking and vital young man, the only 
son of his beloved and over-anxious mother, consulted me on 
account of the fact that the well-meaning prescription of his 
family doctor had failed to alleviate the acute anxiety symptoms 
from which he had suffered almost throughout his life. 

This ^vell-meaning prescription was rather a large and ej^ 
pensive one — ^it was marriage. 

The danger of half-truths is frequently being emphasised, and 
at the outset it may as well be admitted that this prescription 
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contained a half-truth. Had the young man been well enough 
to utilise the marriage situation for the achievement of full and 
adequate orgastic potency, a considerable amount of relief, at 
least, would have been achieved. Unfortunately he was already 
too nervously ill to achieve this result — ^notwithstanding the fact 
that he looked physically in the pink of condition and habitually 
indulged in the most strenuous athletic sports. 

At the interview he took a considerable time to come to the 
point of enunciating his symptoms. As I prefer to give these as 
far as possible verbatim, the reader must excuse me if the 
recitation, like that of the patient, is somewhat disjointed. 

He said: “It is now two years since I married. The doctor 
thought that would cure everything. I suppose it should have 
done, but it has not. That is not my wife’s fault. She is a most 
sensible and understanding person; everybody, including my 
mother, thoroughly approved of my marrying her. To tell you 
the truth, I think mother really chose her for me. I was rather 
nervous of women and would surely have gone wrong. So that 
is not the trouble.” 

Analyst: is the trouble?'* 

“I gtt fears about.things that arc absolutely childish. With a 
great effort I conquer one of these fears, but almost immediately 
I pick up another. It is perfectly senseless, but do what I can, I 
can’t help it. 

“I conquered my fear of going into a train, but then im- 
mediately I got a fear of heights — could not even get up to the 
second floor of a building. And if I conquer that I get some other 
fear, for instance about my heart, or even in the absence of 
these things I get just a feeling of fear, a panic over nothing, and 
then I cannot tack it on to anything. 

“I am afraid of it coming on at any time unexpectedly. I 
would call it a fear of fear. I am constantly in a state of im- 
patience. I suppose one might call it a state of tension all the 
time. I always want to know where my mother 5s so that if I get 
in a panic I can rush home to her. I fc^ that she %vill understand 
and then it will be all right. 

‘T do not think I sleep properly because I dream the udiole 
night long. Though I do not drink to speak of, and tlioogh it 
would not bother me if there ^vas not sucli a thing as alcohol, I 
know from experience that a drink can relic\'c my tension, and 
it would be quite possible for me to become an immoderate 
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drinker. I am glad to say I have successfully resisted that so far. 

“Oh, yes, I get physical symptoms too. Though I know I 
have not a weak heart, L think about it and get palpitations 
and then I get into a state of panic. At the slightest thing I 
break into a bath of perspiration. My hands are always per- 
spiring. Sometimes in bed I get trembling feelings which seem 
to start in the stomach and go down to my legs. Also I suffer 
from a pain behind the eyes. Though I still play football when 
well enough, I am often laid up with rheumatism and lumbago. 

“Another trouble I have always suffered from is a very acid 
stomach. Then there was my chronic appendicitis. After years 
of that they had me X-rayed. I was told the appendix was bad 
and finally I had it removed. That was about four years ago. I 
thought that having an operation on the appendix might have 
some effect on the acidity, but I still went on having it just the 
same. I think after two more years my doctor got tired of me 
and came to the conclusion that all my troubles were a neurosis. 
That is why he advised me to get married.” 

The story was taken up at subsequent sessions in the following 
words: “I have had no sexual experiences before marriage, that 
is at least apart from some childish things as a boy. 

“In a way I have got the impression that my whole trouble is 
connected rvith sexual matters more than with anything else. I 
have got very depressed at the thought of that. I have felt I 
wanted to forget it, to push it out of my mind. I suppose that 
has been part of the trouble all my life. I have been a bit afraid 
of things — ^if that is the right term — ^inwardly, but not outwardly. 

“I mean I have had normal feelings of attraction toward the 
opposite sex, but I never dared to let anybody know about it. 
That reminds me tlrat for a long time I did not want anybody 
to know that I had these fears and still I am very shy and 
secretive about them. I have always been afraid of the con- 
sequences of sexuality, and I think that is why I had had no 
experience before marriage. 

Of course, I have had other fears too, even fears that I 
could not tack on to anything. Sometimes at night I would wake 
up in a panic. If a strong wnd were blowing, or it rained very 
heavily, I would be in a dreadful state with palpitations and 
almost \\-itli asthma. 

“I hid it for a long time. Then I tried physical culture. I 
took it up ver\' seriously. For a time I did feel a bit better, but I 
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think that was only because it diverted my mind from sexual 
matters, I always wanted to master sexuality, to fight against it, 
because I felt that it was wrong, but I do not think I ever really 
succeeded. 

“I was a nervous boy, rather highly strung and top of the 
class, but my phobias only really came on properly when I was 
fifteen or sixteen and they tacked themselves on to anything and 
everything. Perhaps it was because of my sexual struggles at 
that time that I got the impression that the trouble was con- 
nected with sexual matters more than anything else, and perhaps 
that is why the doctor thought I ought to get married, and that 
is why I felt he might at last be hitting the nail on the head, in 
spite of the fact that secretly I was afraid of the idea. 

“That is expressing it inadequately. In anticipation I thought 
I would panic at the wedding and bolt when it came to the 
point. But I told myself that this was just another one of my silly 
phobias, and so I made myselfgo through with it.” 

Analyst: “Ba/ new having got married, what makes j>ou cling fo the 
idea thatyour trouble was connected with sexual matters more than with 
anything else?'' 

“Well, the anxiety shows itself there too I suppose I have so 
much tension or anxiety that my function seems in too great a 
hurry. I try my best to control it, but I have not succeeded yet 
Although I have been married two years and although I have 
the greatest affection for my wife, she does not attract me so 
much as other women in that respect.” 

Analyst: **Doyou achieve sexual intercourse at alP" 

“I did not at first, but I am not quite so bad as that no^v'. 
Nevertheless, I should admit that it is usually over almost before 
it starts and then I feel worse instead of better the next day. On 
one or t\vo occasions svhen it has been more satisfactory I have 
been better, and the symptoms have been better, the next day, 
but this hardly ever happens.” 

In short, this patient is suffering from premature ejaculation, 
perhaps the commonest symptom of anxiety state and certainly 
the most fundamental. It means tliat he docs not achicNC full 
orgastic potency. 

The importance of his constitutional inability to achieve this 
cannot be over-estimated. It has been said by a post-ps>cho- 
analyst* that full orgastic potency is the criterion of nervous 
* tvilhdm Rctdi 
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health and ^dce versa. Nevertheless, it is significant that the 
orgasm has remained the Cinderella of the natural sciences, and 
has never been adequately investigated by scientists, doctors, 
biologists or even by sexologists. 

Presently we shall turn to some later clinical material to 
underhne the above-mentioned theory. In the meantime we 
shall consider some earlier clinical material in the direction of 
investigating the psychopathology of this patient’s sexual anxiety. 

Clinical Material: The patient brought me the following dream: 
‘T was driving a powerful car. My mother, my %vife and another 
girl were in the car. We came round a comer to a level crossing. 
A train, all lit up — a sort of flame colour — ^was approaching. At 
this point I felt I was blind. I said to the girl, ‘Am I getting near 
it?’ I had an awful stmggle to pull up. 

“Then we heard that a certain boy whom I had known at 
school had died. He was lying on the grass beside the level 
crossing. He had been IdUed by the train. The girl who was with 
us was very distressed about it. I said, ‘Surely you don’t know 
him?’ She said she knew him very well indeed, 

“Somebody said, ‘Aren’t you going to do anything about it?’ 
The odd thing is that what we did about it in the dream was a 
sex act with immediate emission!” 

In free association of thought %vith regard to “the girl” he 
admits that she has attracted him more than his wife, but con- 
tinues; “These intrigue-desires are kept well within social limits. 

I seek the situation and the desire is there, but I keep it well 
mhibited and certainly make no approach; although, to tell you 
the truth, perhaps I should claim no credit for that as I am 
practically certain that the slightest attempt would immediately 
lead to this prematurity.” 

With regard to the particular schoolboy, he says: “He always 
had to be excused from class at any time, because he could not 
control his bladder.” Further association leads to memories of 
his own difficulty in controlling his \dsceral functions as a boy. 
He says that he frequently dreams that he is driving a car and is 
blind. His association to this is “inability to control orgasm”. 

To cut a long sto^ short, the interpretation of this dream is 
that it represents his sexual act. In this connection it is note- 
%vorthy that his mother is in the car — with the girljr^presenting 
a sexual attraction and the ^vife possibly as an intermediary'^ — 
part of the one and part of the other. 
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“Round the corner” is an anatomical allusion to a sexual 
manceuvrc. It is then that danger arises. A flaming train 
symbolises acute sexual excitement coupled with intense anxiety 
and may be a pr<yection of childhood fears of parental sexuality, 
symbolising specifically the paternal phallus. 

It is noteworthy that it is at this point that the dreamer feels 
he is blind, that is to say, feels he has lost control as this patient 
does in his symptom of ejaculatio praecox. 

In connection with “I was able to pull up”, he remembers 
that on an occasion just prior to this dream he had successfully 
forestalled the tendency to prematurity by keeping perfectly 
still. But at that point he lost his potency — and the dream tells 
us, firstly that he “felt he was blind”, and secondly, that the 
“boy had died and was lying in the grass beside the level 
crossing”. 

This involved the patient in a condition of distress (in the 
dream, projected on to the girl) and an urgent need to do 
something about it in the shape of reviving sexuaKty, This he 
succeeded in doing only to ocpericnce his usual premature 
ejaculation. 

Thus we see that the apparent oddity at the end of the re- 
counted dream is no oddity at all, but only the significance of 
the dream at last escaping the censor and coming belatedly out 
into the open. 

The points of interest arc the suggestion of incest phantasy 
(the mother in the car) , strong castration phantasy (the expected 
collision with the train) intimately related to his habit of sexual 
inhibition, and, finally, the attempted restoration. This last 
reveals that his sexual act is not so much a response to pleasure 
urges, but rather a compulsive attempt at restoration, or an 
attempt to negate the unconscious phantasy of castration by an 
effort to achieve potency. 

Here wc see signs of what might be called the ego, the willing 
conscious mind, taking a hand, a commanding hand, in what 
should be an automatic response to pleasure urges The former 
is activated by anxiety, the latter by pleasurable fcelmgsj the 
tViO arc antitheses, incompatible wth, and destructive of, each 
other. 

Any conscious interference wth tlie automatic function of the 
body at, or during, the stage uhen it should be left to its o\%n 
resources is damaging to that automatic function. 
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There is little doubt that this patient has instituted such 
dama^g interference from a very early age indeed. The cause 
of such interference is always fear, either from oupide dangers 
or from inside anxieties, and fear or anxiety are incompatible 
with healthful sexuality. 

Other dream material, which we have not space to record 
here, brought to mind many infantile memories shelving the 
inauguration of these injiuious influences. 

For example, at the age of four this patient, perhaps already 
inclined, through inordinate mother-love, to be a little sexually 
precocious, was caught when investigating a neighbor’s female 
infant. Castration threats were poured upon him by both the 
little girl’s mother and his own. 

Subsequently, at his private school, he became the victim of 
similar curiosities at the hands of a bigger boy. These advances 
stimulated in him both genital excitement and considerable fear 
and conflict simultaneously. 

No doubt this was the sort of thing which in its multiplication 
inordinately stimulated both his sexual impulse and his anxiety, 
coupled the two together and produced a state of conflict even 
greater, or more intense, than that from which the majority of 
persons suffer. 

Loss of control instead of being a pleasurable experience, as 
it should be under appropriate conditions, is symbolised by him 
as going blind when about to dash into a flaming train and is 
accompanied by an anxiety so great that the automatic pleasure- 
giving and health-giving reflexes are prevented from natural 
function. 

The result is that, even if physiological emission does occur, 
it happens before adequate nervous tension has been mobilised 
and prepared for satisfactory relief or reduction of his super- 
abundant tension. In consequence his nervous system is for ever 
piling up tensions which it caimot sufficiently relieve on account 
of the interference of the normal mechanism for relief. This is 
the formula for all anxiety states and for all nervous illnesses. 

These tensions ha\dng been unable to gain physiological 
pleasurable outlet, then accumulate in various parts of the mind 
and body, causing the symptom of acute discomfort therein, 
until they can be held no longer^ then they automatically find 
discharge through paths which were not designed physiologically 
for their discharge. They cause, for instance, increased glandular 
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and muscular activities in any and every part of the^body, with 
or 'without mental alarm at the inability to control them. These 
^ are the symptoms of the Anxiety State^^ 

P^siological Aspects of the Problem’, '^ch cases as this ■with an 
abundance of physical as well as mental symptoms should serve 
to remind ■us that body and mind are not separate entities 
functioning independently of each other, but that, on the con- 
trary, they are one integral organ, one indivisible whole. 

• if^pfoof of this is required we need only trace the transition 
even during an analytical session of a mental symptom into a 
physical symptom and vice versa. For instance, this patient, 
doing his so-called free association of thought and demonstrating 
his characteristic lack of freedom, not only in the hesitancy and 
blurring of the thought material, but also most markedly in lus 
manner of speech, his clumsy difficulty in getting out even one 
coherent sentence, announc^ towards the end of an hour that 
he had succeeded only in giving himself a violent headache.y/' 
This would not surprise any listener who was at all eager to 
acquire information from him, for he too would almost certainly 
be suffering from a headache in very much less than an hour! 

Unless one is accustomed to listening to this manner of speech 
it is not easy to understand what I mean. I can only describe it 
as a sort of *'men(al stammer”, a stammer of the mind and 
perhaps of the sentences, rather than the familiar stammer of 
word pronunciation. This mental stammer is produced by the 
presence of conflict between the wish to express on the one hand 
and inhibiting forces which interfere with and deter this purpose 
on the other hand. The result is that tension fails to be relieved 
by speech. On the contrary it accumulates behind the un- 
expressed, or unsatisfactorily expressed, thoughts and sentences. 

The absence of satisfactory expression finally results in this 
dammed-up tension overflosving along ^vhat arc called somatic 
(bodily) channels and giving rise to physical symptoms (such as 
the headache) instead of to release through the medium of 
words. 

It occurred to me to say to the patient that his poivcrs of 
expression were inadequate to relieve his tension, that perhaps 
any amount of even successful \’crbal expression would be in- 
adequate to relieve the quantity of tension which he had 
accumulated, that perhaps orgasm alone Nsould be adequate to 
relieve it. 
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me unsatisfied and more nervy than I was before. 

“It seems to me that I must try to control this hateful happen- 
ing, though I admit that I do not try to keep away from sexually 
stimulating situations. On the contrary, I am for ever seeking 
them.” 

With reference to this dream material it should be emphasised 
that the dream occurred more than ten years after the events 
of seventeen years of age to which it is related. When he brought 
me the dream he had at first no idea that it was connected with 
these early events. He had just been exciting his sexual function 
and at the same time preventing it from relieving the tension 
which this excitement caused. Immediately after he experienced 
his first acute phobia of travelling by train, an experience which 
has ever since prevented him from using this means of travel. 

The identity of the stations referred to in the dream with 
those of the real journey when this phobia was first experienced 
shows \vithout doubt that the dream has direct reference to the 
events of that very distant time, events which were related in 
time to the sort of sexual practice constantly associated with 
anxiety neurosis. 

The psychopathology of this anxiety situation is as follows: 
The patient, like everybody else, inherited the capacity for a 
normal sexual instinct. The normal pattern of the sexual impulse 
is for it to progress through increasing tension to its final aim, 
orgasm. 

While this patient has encouraged the first part of this instinct 
pattern, namely, the stimulation of sexual excitement, he has 
deliberately interposed his ego in the way of its natural sequel, 
namely, the orgasm. He lets the impulse go half-way because so 
far he feels he has control over it; his ego is in the position of an 
outsider watching it. 

When his sexual impulse has gathered strength and momentum 
and is inclined to sweep him along with it — at this point— he gets 
frightened and tries to stop it. It is as though he interposes his 
ego bet-ween the sexual impulse, now in strong natural motion, 
and its goal, orgasm. 

The position is like that of a man getting a thriU out of 
balancing on the edge of a cliff. He goes to the cliff because it is 
thrilling, and climbs over the edge. The nearer he gets to losing 
his balance the more thrilling it is; therefore, he is for ever 
venturing nearer the danger point, but when once his balance 
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is lost he tries desperately to stop the fall, to cling to the bank; 
and, naturally, fear has now taken the place of his previous 
excitement. 

Unfortunately for this patient’s desires, the inherited pattern 
of the sexual instinct is such that it will not be satisfied without 
its orgasm however long this is deferred. It must go to its logical 
conclusion sooner or later. He has placed his ego in its way, 
therefore it reaches its conclusion by overwhelming his ego, 
instead of with his ego surrendering to it and enjoying Ae 
experience. 

As a result he (his ego) is overwhelmed or destroyed, but the 
strength of this ego position has not counted for nothing, it has 
succeeded in preventing a general orgastic experience. It has 
succeeded in retaining the nervous tensions which should have 
been discharged with the emission in the orgasm. 

On the other hand his sexual instinct has also succeeded 
physiologically, though not psychologically. It has, in spite of 
his ego, had the emission, a reflex physiological action, leaving 
him and his ego behind retaining the undischarged nervous 
tension which should normally have accompanied the emission. 

Thus he has, as it were, split nature’s orgasm pattern into two 
parts, one a physical reflex of emission instigated by the instinct, 
and the other the accumulated nervous tensions heightened by 
his sexual excitements which he has prevented from accompany- 
ing the physical process and has retained within his nervous 
system unrelieved. 

This tension is his anxiety state. It is as though the sexual 
instinct were for ever in motion and that he was for ever using 
all his ego control to prevent it from achieving its aim, orgasm. 

Therefore, he feels as though he were always on guard. He 
feels also a great deal of anxiety, as though if he should at any 
moment relax his guard something that he ^vill then not be able 
to control %viU break out. This is the psychopathology of his 
phobia tliat lie %vill scream or do some impulsi\ c act ^vhich ivill 
shock the community and occasion his incarceration. 

He has brought al^ut this state of affairs by a refusal to sub- 
mit to nature’s urges, while at the same time encouraging them 
for excitement’s sake. As they do not obtain full satisfaction 
they arc always svith him, pressing to be satisfied. Their ncr\ ous 
tension is undischarged, is in fact prc\'cntcd from adequate dis- 
charge through neix'ousncss, causing his variety of amucty 

r 
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s^Tnptoms such, as palpitation of the heart, rapid breathing, 
tremblings. If on the other hand he could relax and surrender 
himself to the natural lust vnthin him, nature would merely 
fulfil its aim and enable him to rest until tension again physio- 
logically arose. 

My justification for classing as a symptom his over-concern 
about his appearance, physical and sartorial, is revealed in the 
foUoiving interesting dream: 

“Again I dreamt that I was at the tailor’s being fitted for a 
new suit. I had had it made of Royal Air Force blue and it 
passed through my mind that I was masquerading as if I were 
in the R. A.F. The tailor had a car which was finished in exactly 
the same material so that it all matched perfectly. I said to 
him, T will have that car’. The engine was no good, but I was 
only concerned with the appearance. 

“Then my schoolboy friend arrived and on the dressing-table 
I had hair-brushes, clothes-brushes, cigarette-case and every- 
thing, all of the same blue colour. He passed some remark about 
. their being a perfect match. Then I was in this beautiful- 
looking car, but had some difficulty in getting it started. Out- 
wardly it was a good job, but it had a decrepit, rotten old 
engine and would not go. Then I dreamt that I was feeding 
at the breast but I caimot visualise any woman.” 

His associations are as follows: 

“I am always dreaming of going to the tailor, whereas the 
place I am always coming to is here — ^to you for this treatment. 
I am dressing up like a peacock — all appearances — ^but not 
bothering about the real inward condition as long as I look all 
right and give a show of being a man. The 'engine all wrong’ 
makes me think of my sexual function which is all wrong, feeble, 
won’t work properly. I am like a broken-down penis — all dressed 
up, camouflaged, outwardly nothing wrong. 

“I appear to be sound in every way, but it is only a veneer. 
The inside workings cannot be relied upon and they are not 
very powerful anyhow. All I am concerned with is concealing 
the fact, that is ^vhy I dress up like a peacock. I attract women 
and none of them knows that I am quite incapable of satisfying 
them anyhow. It seems to be some compensation for the fact. 

“But I must admit the dream suggests that I am coming to 
you only in the hope that you will help me in this matter of 
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covering up my defects, not really of remedying them.” 

At this point I reminded the patient that throughout his 
analysis he had always emphasised the idea of control. It is by 
means of control that he pereuades the outside world that he is 
really a man. His ever-present anxiety is lest he should lose 
control and reveal his deficiencies for all to see. If tlie beautiful 
fabric is taken off the car, they may see what a rotten old engine 
it has. 

Some part of him has accepted the idea that it won’t function, 
but he must not let anyone else see this. On the contrary, to 
compensate for the reality he must give the impression that it is 
a super-car, that is to say, that be is a superman, just because 
something in him knows that he is not a man at all. 

This is a reflection upon the popular impression that the man 
who dresses too carefully is a “pansy”, that is to say, lacking in 
sexual virility. This material suggwts how correct the popular 
idea is. 

The purpose of detailing this case history is to show the 
grounds for my conclusion that all this patient’s anxiety, and, 
indeed, all anxiety and the phobias that accompany it, are 
nothing more or less than symbolical forms of the sufferer’s 
genital sexual pattern. 

Whether the dreams are about trains, buses or cars, or whether 
the patient’s phobias are about trains, buses or cars, association 
of thought shows that these conscious concepts arc nothing more 
or less than symbols demonstrating or dramatising c-xactly what 
takes place within the pattern of Ws sexual act. Like the clothes 
of this last dream, they at the same time hide from consciousness 
what the real worry or anxiety is about, or ratlicr the real source 
of the worry and the amdety. 

This source is invariably the same, namely, something tiiat 
goes on in the unconscious mind and is more nearly revealed by 
what goes on in the cycle of his sexual performance. Therefore 
it is waste of Ume to concentrate one’s attention upon tin’s 
camouflaged or symbolical representation of the anxiety. To do 
so would be simply to ivastc one’s time with the shadows, 
leaving the substance untouched. 

It is on (his account tlsat the patient’s own efforts to under- 
stand and solve his anxiety problem have proved fruitless. Wc 
would be in no better posiuon if we fell into the same trap. U'c 
may not hav'C recognised this trutli at first, but after studpng 
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the patient’s symptomatic and dream material session after 
session, day after day, it is at last borne home to us, in spite of 
all our initial resistances, that we are dealing merely with the 
reflection or shadow of his unconscious sexual pattern. There- 
fore it is our duty to leave the former and to concentrate upon 
the latter, otherwise our investigations will be as futile as those 
of the psychologist who concentrates attention upon the manifest 
content of a dream or symptom and ignores its latent content or 
meaning. 

A conclusion so startling and so important cannot be arrived 
at without a superabundance of evidences and, as I have only 
just burst it upon the reader, I feel it would be more fair to his 
legitimate scepticism to offer the next little excerpt from this 
patient’s analysis just to see whether or not it confirms this 
theory. 

I feel it is particularly necessary to establish the truth of this 
theory as I propose immediately after to pass on to even deeper 
considerations. 

From his association of thought to the following dream 
sequence it will be seen that the manifest content of these 
dreams (though in some cases connected with his phobias and 
symptoms) has in every case a latent content directly depicting 
Iris sexual and orgastic impulses and anxieties. He began the 
session by relating this sequence of dream items: 

(a) “I was trying a car in a garage. That schoolboy friend of 
mine was there and I was trying to impress him that tire car I 
had would go all right — that it was in working order and that 
his car was not. 

[V) “Then I was standing outside a house and an aeroplane 
came over flying low. As it was near it started to swoop and turn 
upside-down, looping the loop. I thought it was sure to crash 
in a minute or hit the tops of the houses. I was frightened 
about it. All of a sudden there was a terrific crash and I thought, 
Tt is that aeroplane.’ But it seemed it was something on the 
road that had crashed, and not the plane after all. 

{c) “I was going to a Lodge meeting, but it seemed to clash 
with another meeting, a meeting of the Sports Club. I said, T 
seem to have made two appointments for the same date and 
time.’ 

{d) “Another time I was on a bus and it was going up a steep 
incline that was almost perpendicular. The bus got half-way up 
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and then started to run back. It ran back for quite a little way. 
Then the driver got it going again and went up this almost 
perpendicular wall. He got to the top and went very slowly 
over it. At last he had made the grade and had got up there 
all right.” 

The patient’s free associations of thought to the dreams are: 

“The schoolboy friend in the dream is the one that I told you 
about when we used to go bathing together and used to show 
ourselves to each other and compare our sexual virility, and 
here in the dream I am trying to impress on him that the ‘car’ 
I had would go all right and that his was not so good! 

“Regarding that bit about the plane. I remember when I 
was eight or nine watching an air-stunt display and the extra- 
ordinary feelings it gave me. I thought he 'ivas going to crash 
every minute. Now it seems to me that the plane in the dream 
had two cockpits one above the other — an extraordinary 
arrangement. 

“My association of thought to that is exploring the anatomy 
of my girl cousin about the same age. Yes, the two cockpits, they 
are one above the other and the feelings were like those in the 
dream — a mixture of excitement and anxiety. 

“It seems to me that the crash was when I got orgasm and 
thought it was finished for ever, only to find that it was not 
finished after ail. 

“The Uvo appointments arc my 'vife and the girl. The 
‘Lodge meeting’ is the wife one and the ‘Sports Club’ is the 
girl's. They are in sports clothes and I see a lot of leg. I have 
got in a jam because I have got a %vife and I w'ant this other 
‘appointment’.” 

With regard to the bus dream he says: "A bus going back- 
wards on a hill used to be one of my earliest phobias I was 
especially terrified when the driver changed gear, f afwa>'s tc/t 
it was going to run backwards out of control. 

“Now I remember that the other night in tr>’ing to satisfy 
my wife I suddenly felt that I ^vas losing my potency and almost 
got in a panic, Houever, I somcliow managed to get going and 
with considerable efibrt I managed to get to the top. I got tljcrc 
all right, but the orgasm svas nothing more or Jess tb.nn an 
clTortfijl ‘only-just’ accomplishment. It was exactly the same as 
(his bus driver’s effort in (he dream.” 

At this point in preparing lliis case matcri.!! I nearly said: 
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“We cannot avoid seeing that the patient’s anxiety is contained 
within the cycle of his pattern of sexuality.” But there I would 
be wrong. Of course we can avoid seeing it. We have only to 
shut our eyes! . . . and this in spite of the fact that every session 
win provide additional evidence. 

The patient himself denies it, while at the same time for ever 
providing, however unwittingly, a further superabundance of 
evidence in support of it. 

Nevertheless, we for our part must admit that even the 
slightest psychological phenomenon, such as a frivolous denial, 
is conditioned by unseen forces and must itself have some 
modicum of truth or at least causation. 

The truth of this denial will be revealed in the next section 
on this subject. It hes in the fact that the patient is not essentially 
at a level of genital sexuality. He has not altogether reached that 
advanced stage of development. He is more fundamentally an 
infant in arms in the structure of his emotional reactions. 

That we shall come to in due course. In the meantime it is 
enough to say that the denial of the sexual interpretations has 
that much truth to its credit. 

However, it is material such as this repeated in a variety of 
forms that forces one, in spite of one’s own resistances, to the 
conclusion that the state of anxiety means the state of details of 
the patient’s sexual pattern — ^that aU his symptoms and general 
conscious-level talking about his anxiety, phobias, etc., are 
merely, like the manifest content of his dream, a superficial substitu- 
tion or displacement of the anxiety which has its nuclear source 
or origin within the pattern of his sexuality. 

Therefore we are compelled finally to brush aside these 
appearances and to get down to a study of this nuclear sexual 
level of the anxiety, and to devote all our attention to it in our 
pursuit of a solution of the problem. 

Having recognised this, it still remains to discover the source or origin 
of this pathological sexual pattern. 

Presently it will shown that the sexual pattern itself has 
been constructed oiVo ^f various infantile impulses and inhibi- 
tions, desires and cc^^icts, that it is not a pattern which has 
suddenly sprung intov^ye^ng at adolescence — as it were from 
nowhere. ( 

It will be showm that On the contrary every instinctual urge 
which the infant possessed at birth, and probably before birth, 
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and every impulse which it develops have a very real identity 
■tvith subsequent genital sexuality, and that the vicissitudes of 
these urges lay the exact foundadon for the subsequent vicissi- 
tudes of the adult sexual urge. 

The infant at the breast is already experiencing an act of 
intimacy comparable to that of the adult in coitus. The differ- 
ences are more apparent than real. Our shyness at witnessing 
the former phenomenon is a measure both of our intuitive 
^^^^g^iition of its identity %vith coitus and of our repression of 
our sexual inclinations. 

The only essential difference between the two acts is the locus 
of the organs through which they are experienced. 

(3) The clinical material provided by the patient in his 
symptoms, his dreams and his free associations of thought reveals 
to us that its source lies in his infantile development. Un- 
fortunately, the material leading to this conclusion is more 
diffuse and nebulous and therefore a little more difficult to 
interpret than the comparatively easy and direct revelations 
which take us down to its sexual nucleus and which we have 
so far considered. 

Nevertheless, we cannot solve the ^vhoIc problem of anxiety 
by contenting ourselves wth an interpretation only so far as 
the genital-sexual level of libidinal development. 

We must go further, to the infantile origins of this se.xual 
pattern, if we are to understand anxiety. Psycho-analysis is no 
armchair theorising. We arc entirely dependent upon the 
patient’s own revelations for these discoveries. I tvill, therefore, 
quote the material of some more advanced sessions in order to 
make the conclusions drawn from them as clear and inevitable 
as those with ^vhich tve have hitherto dealt. 

On arrival at one session the patient said: “Today I am in a 
terrible state of tension and anxiety, full of tremblings, etc. I 
had to flog myself to come to the session today, I just felt I 
could not face up to tilings. I stUl find it difficult to carr>' on 
normally. It is a case of flogging myself ah the time to do so. It 
is tlic same as the low state I got into when my anxiety started 
at the age of seventeen or so. 

“I am u’hipping m)'sclf to keep going. I am not getting any- 
where. The harder I try the more difficult things seem to 
become. I do not seem to Im-c any confidence in mj'sclf. I am 
wanting somebody to take the responsibility for me. 
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“When I awake I think of the day and of the little tilings I 
have got to do and they all seem so insurmountable and 
difficult . . . and really there is nothing in them at all ... an 
enormous effort for nothing at ail. 

“For instance, even coming along here . , . you probably 
notice I get a bit later every day. It is because I am at this 
pitch. Like everything else it is the last part of the journey here 
that I find most difficult. When I get as far as Jack Straw’s 
Castle I suddenly get a sort of panic. I realise at that point that 
it is just as far to turn back and go home to my mother as it is 
to come on to you. It is the sort of boundary line. There I have 
to turn the comer. That point seems much further from home 
than the other side of it. 

“Then on the way here I think, ‘Supposing I am there first, 
supposing you are not there 1’ Then at the comer I see your car, 
and knowing you are there the tension and anxiety lighten. I 
think,' ‘Th ank God I have not got the anxiety of waiting for 
another five or ten minutes!’ I feel that I would never be able 
to do that. My feelings would become intolerable . . . perhaps I 
would dash for home again ... or I would ran from one place 
to another. 

“Now I come to think of it, a lot of my dreaming happens 
just around about that part of Hampstead Heath.” 

When asked for his free association of thought to this, the 
patient replied; 

“I can remember being there with that big boy from school. 
It was there we saw some people on horseback and he started a 
discussion about women riding horses. He said he could not see 
why people had any objection to them riding cross-saddle. He 
was looking at me through the comer of his eye while he spoke. 
TMs was before that week-end when he tried to get me to sleep 
in bed with him. 

“I dreamt that I was driving in a car with two girls, one on 
each side, and it was at this place where you take the bend in 
the road. My association to that is moving from childhood into 
manhood — ^moving further away from mother’s side, getting 
more to the stage when I have got to rely on myself.” 

Analyst: And you are not ready. Tou want to rush back to mother. 
What is the danger you feel you are running into whenyou leave her?^' 

“I feel it has got some connection with that conversation wdth 
that big boy. The women riding astride Atith their legs open. 
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In moving from mother I am as it were running into a pair of 
legs. 

"I experienced some thrill during that discussion because I 
felt it was getting on to a sexual plane, discussing the legs of 
women because they were astride. It was being discussed by a 
boy that I was taught to Jooi up to — ^not as a subject for sexual 
talk or discussion. He was using the incident purely as a motive 
for discussing something naughty, getting nearer to something 
dangerous . . if not doing, at least thinking, something that 
was dangerous. 

“I was ten or eleven years old at the time. Whenever I pass 
this place on the Heath, although it is now nearly twenty ycaw 
ago, I seem to get panicky . . . my anxiety gets more acute . . . 
my stomach gets in a state of wobbles and there is general 
tension and excitement. It is something to do with the feeling 
that I am getting further away from mother and getting nearer 
to something dangerous . . . those open legs. 

“I am thinking now of chose two dreams I told you that 
happened on the same night. I could not get on with the car . . . 
something seemed to frighten me, and then I was dreaming that 
I was at the breast. I seemed to be hovering between the breast 
and something else which attracted but frightened. When I get 
frightened I want to run back to mother. I want her always to 
be there at my beck and call. I want somebody to comfort me.” 

When asked he would like to be comforted, he said; 

"Doing things for me, getting my meals, wailing on me, 
showing me affecdon.” 

Analyst; **1ou must have been an affecUvnaie child. Surely jou 
wanted physical contact as well?” 

"No doubt about that. I remember when I was about seven 
or eight years old a little boy of five came to stay with us and 
he was put in my bed to sleep. My first impulse was to cuddle 
him, which I promptly did. My mother told me to leave him 
alone, ‘he doesn’t want you to cuddle him’. I can snll remember 
my feeling of acute disappointment when I was stopped from 
cuddling this little boy.” 

Analyst; "Jou are still the little boy and _}ou want to cuddle and to 
be cuddled^ and it is because ^ou are not gelling it that you are in this 
stale oj acute depression,” 

"But now I resist being cuddled.*’ 

Analyst: *'Tou uant to pretend to be a man. You are not being 
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honest withyourself; you are disguising your real feelings and pretending 
[remember that Air Force uniform dream). Ton are denying your real 
feelings— not getting what you really want and thereby increasing the 
strain instead of getting the relief” 

“But there is something else that attracts me besides being 
cuddled, although it seems to increase my anxiety. And now I 
come to thiulc of it this recent burst of anxiety began when that 
particular woman came to the restaurant. 

“I had gone there and sat at that table in the hope that she 
would come. \Vhen she came I got very pleased and excited. 
She attracts me, but she is not at all accessible for flirting or 
for making advances to. Perhaps it was on that account that I 
tried very 'hard to impress her. I would be afraid to try with a 
woman who would faU for it. 

“However, my efforts at last seemed to be becoming success- 
ful. She started to respond, or at least gave signs by her vivacity 
that I was making some impression. It was then that I got into this 
state of anxiety, I felt I might rush out of the restaurant any 
moment and what an awful show-down that would be. Then I 
thought if I did rush out I might scream in the street. I would 
be completely exposed and never be able to make a good 
impression again. 

“I made a further appointment to meet her for lunch two 
days later, but at the last moment I panicked and did not turn 
up. It is since then particularly that I have been in this panicky 
condition.” 

In free association of thought to his idea that he was making 
an impression upon her, he says, “The phantasy which now 
comes to my mind is as though I were getting closer, more 
intimate %vith her. Somehow I am phantasying that she is open- 
ing her legs like those women on horseback, and instead of 
being pleaised, as this seems to be what I was aiming at, I get 
in an a'wful panic with an impulse to rush away and scream. I 
^vant to run back home to mother. 

“I think my trouble is that even as a child I was not satisfied 
with mother. I wanted to find out something more, something 
that was forbidden. That is how I got into trouble investigating 
the baby girl, and I am still doing similar things. 

“It is sWe years no^v since I made a similar attempt mth a 
girl I got ^ know one summer. That reminds me that when I 
^vas six or ^^ven I ^vas put to bed wth an aunt of mine and 

"S 
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while she was asleep I tried to feci something. She stirred and 
nearly woke up and I got into a frightful panic. 

“I am just the same now as I was then. I cannot help feeling 
my way into similar situations^ but as soon as I find I am getting 
there I gef'in a panic and want to run away. When I am in a 
panic I want to get home to mother, or to get to you provided 
I can be sure you are here before me. But then I suppose I 
would only sally forth again and try to get into danger once 
more. It is just the same as when I was a little boy. If mother 
or you are not at home or I didn’t know where you were, I 
would be in an awful state of anxiety.” 

This need for his mother or for me to be there at the appointed 
moment is later interpreted as his infantile need to have his 
breast-feed ready for him at the expected time. . . , The inter- 
pretation is that as a baby he used to get into a frantic state of ' 
anxiety unless he were promptly fed. The tension of increasing 
hunger would reacli a point coinciding with his feeding time 
when it had immediately to be satisfied or it simply could not 
be tolerated. Screaming was not enough to discharge the intoler- 
able tension which the breast-fed infant had accumulated and 
could not possibly endure. 

If the analyst is there in time it is all right. Even five minutes* 
wait cannot be endured— he must dasli off somewhere else, that 
is to say, look for another “breast” for immediate satisfaction. 
His infantile hunger-lust is the measure of his anxiety — an 
anxiety which must have been experienced sufficiently often to 
have left its mark upon his mental pattern for evermore. More- 
over, this anxiety is subsequently felt ivhenever he has ac- 
cumulated some emotional tension requiring immediate dis- 
charge and is failing to achieve its immediate discharge or 
tension-reduction. 

At the same time the adults around him, particularly his 
parents, set him a high standard of endurance which he ivas 
not constitutionally able to tolerate. Tor instance, lie was packed 
off to school at the absurdly early age of three years. In after life 
an aunt of his asked him whether he had been sent with a bottle 
under one arm and a napkin under the other. 

He had not been, but he should has’c been! For he u-as being 
asked to control not only mouth and stomacli tensions, but also 
bond tensions at an age when sucli control svas not natural or 
easy for him to accomplish. In short, already at the age of three 
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a strain was being imposed upon him to keep up appearances 
which he was not yet capable of maintaining with ease. He had 
to exert all his power of control, and this was not ahvays 
successful. 

He has not yet adequately remembered the enorm'ous anxiety 
and distress which he experienced when his efforts to control 
himself failed, though he can remember that on occasions it did 
fail. The napkin should have been there. He had been breeched 
too soon. 

No^v this same demand for control which was beyond his 
power had dogged his life and was being experienced in the 
matter of his sexual tensions and impulses, still infantile or 
childish in their character. 

At one of his sessions he brings me a dream which shows his 
" anxiety and lack of confidence in connection with his as yet 
very immature sexual instinct. The dream is as follows: 

“I was at a Sports Club and was going to the swimming bath 
which I fancied was somehow connected with the open sea. I 
changed into bathing trunks which cvuiously enough were pale 
pink in colour. By the time I was ready to swim the tank was 
empty, there was no water at all in it. 

“What I noticed was the difference in depth between one 
part of the tank and another. The ends were shallow, but the 
centre of the bath seemed to go down to a terrific depth. That 
would be Avhere the diving-board was. What impressed me was 
the consequent danger of this deep part. One end was very 
shallow — ^that would be where the children played. The other 
end was about six feet, but this middle portion was t%venty feet 
or more. 

“In the next part of the dream I seemed to come to a place 
that was like the open sea. The tide seemed to be very high. 
Though I felt I was capable of swimming across the stretch of 
sea, yet I felt that if at any part I knew I was out of my depth 
and there was a possibility of drowning, then I would panic and 
not be able to complete the swim. I do not think I started or 
attempted the s^vim, and yet there was a feeling that I could 
continue to swim up and down in the bath had there been no 
danger of drowning. 

“At one point in the dream there seemed to be a very power- 
ful fellow who shot through the water at a terrific speed. Then 
a girl came into the picture and I thought it would be nice to 
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flirt with her and to attempt some sexual play. As a result of 
this, the dream actually ended with an emission.” 

In association to this dream the patient says: “There was one 
part where I had got these shorts on. I had got my chest exposed 
and a girl remarked about the hair on my body with the 
assumption that I was a strong, powerful fellow. I did not 
disillusion her. I felt I was living in a make-believe world 
because instead of being a tough merchant I was exactly the 
opposite.” 

Regarding the swimming pool he says: “That very deep part 
was not the place for me as I could not swim unless I knew I 
might feel the bottom. It seemed to me that my end was the 
shallow end with the children, and yet I was making out, or 
swanking, that I was a tough merchant . . . acting a part, 
instead of being able to play the part .. . . getting out of my 
depth . . . then there was danger always . . . that feeling of 
wanting to play safe, wanting to appear to be swimming—with 
one foot on the bottom . . . and yet I have a feeling of being 
spineless ... no guts.” 

In ‘association to the Sports Club he says; “There would 
'be females there and near the swimming pool they would be 
almost naked. To me females mean, of course, their sexual 
characteristics ” 

Of the swimming bath he says: “Some restriction like marital 
relationship.” And of the open sea: "No restriction, any and 
every ^voman.” 

In reference to his bathing trunks he says; “Nearer being 
nude — my body exposed. But”, he says, “the trunks were pale 
pink — female, pansy . . . dressing fbrappearancehkc the material 
on the car. That was blue, this was pink. Perhaps the pink 
trunks should have had blue bow on them! 

“Now I come to think of it the blue car reminds me of my 
pram and there were blue bows ako. The pink is like a cradle. 
Perhaps something in this dream is telling me I am babjish. A 
baby is all mouth and no sex organ. It ivanls the breast, not 
the other part of a %soman.” 

About the diflerent depths of the swimming bath he sa)s: 
“Diflercnt levels which some people .arc cap.-iblc of using or 
operating in. The deep part is dangerous to me, likc/hc woman 
when I felt I was making .an impression upon her. The next 
thing is she would be giving hersdf to me, she would expect 
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something sexual from me and I would be incapable of it. 

“Like the bath it is all right to play with, but to get right in 
is dangerous. I would panic and run away — ^run to mother . . . 
and that reminds me of the dream where I had the nipple in 
my mouth. The shallo^v part of the bath is just pls^yj sexual 
play, playing around instead of getting into it, because after 
all I am not a very powerful fellow really, not like that man 
who shot through the water at a terrific speed.” 

Analyst; “TTifeo was the powerful fellow?” - 

“Well, as a child I suppose I looked upon father as a powerful 
fellow, tihough he does not seem to have made much impression 
on my mind, I can hardly remember him. Mother, and since 
mother, women, seem to matter everything.” 

P^chopathology'. It should be quite clear from even this short 
excerpt of this patient’s clinical material that he is psycho- 
logic^y, or emotionally, still an infant in his degree of sexual 
development. He has never outgrown the forces or anxieties 
which he first experienced in his earliest days at the breast. 

From then onwards it has been demanded of him that he 
should control rather than gratify his instinct urges, that he 
should for ever pretend that he was able to control when in 
truth he was stiU unable to do so and could at the best only put 
up a pretence which was every now and then unsuccessfiil. 

He was put into breeches when he should stiU have been in 
napkins. He was sent out into the world when he should still 
have been in mother’s arms. The standard of life set Viim was 
beyond his years. It entaUed a strain, and he has ever since 
endeavorued to deal Avith life by strain and stress instead of by 
submitting to his natural development — or lack of development. 

Thus his one idea is still appearances, to put up an appear- 
ance, instead of turning his attention to the reality of his 
emotional nature and its needs. This ego interference ■with 
natme instead of making him a man, has inhibited natiual 
development, and kept the aU-important nucleus of his being in 
its original infantile state. 

Life demands of him control which is beyond his powers, or 
seems to be, for he is still emotionaUy an infant who uncon— ' 
sciously wants to get back to his mother’s breast. In phantasy, 
as his dreams show us, he lives in cots and cradles dressed as a 
baby admired by the passers-by. 
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This admiration is his emotional consolation to replace the 
gratification of his instincts the denial of which had been set 
up as an ideal for him from a very early age. The attempt to 
control these emotions, whether they be oral (that is of hunger), 
anal (that is of a need to rehevc his bowel tensions) or sexual 
(that is of a need to relieve the pressure of his sexual instinct), 
entails a constant vigilance of his ego control. He is always in a 
state of anxiety lest this effortful vigilance should for one moment 
relax and he should again suffer the pangs of unrelieved need 
for the breast, dirty his breeches, or fail to control his unrelieved 
sexual reflex. At the same time, the tensions of all these instincts, 
striving for relief and not achieving it, is diverted on to the other 
side of the conflict and leads to a constant stimulation and 
maintenance of his emotion of anxiety. Along this morbid path 
there is usually no possibility of complete relief. 

But as we showed in one instance in the material given in 
section ( i ) , even along this morbid path of anxiety he has learned 
to achieve something comparable to orgastic relief. In that 
instance it caused a disappearance of his headache. So we see 
that this patient’s bouts of anxiety and attacks of panic are in 
themselves a physiological substitute for the normal mechanism 
of relief by sexual orgasm. 

In short, he has his anxiety state and the symptoms of it 
in place of a normal sexual life 'vith its periodic and pleasurable 
discharge of tension. 

It is beyond his conception to alter this condition to which he 
has become so thoroughly accustomed, practically from the 
time when he ivas a baby in arms. His revelations during 
analysis show that he is only using me as a detail witiiin tlie 
scheme of his emotional and psychological needs. Instead of, as 
a baby, clamouring for his feed and demanding that mother or 
mther the breast should be there on time, he clamours for a 
regularity of his analytical sessions and demands that the 
analyst should be ready for him c.xactly on time. 

Further, as his dream of the tailor’s (part {2) of this diaptcr) 
especially rc\cals, he is not asking that the “engine” of the car 
should be put in proper working order, but merely that it 
should be clothed in a beautiful covering similar to that of his 
pram so that tJie passcrs'by may again give him ihcir admira- 
tion. He is attempting only to substitute appearances as a com- 
pensation in place ofthe defective reality the alteration of uhich 
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has long since ceased to interest him. 

In short, he has not grown up. He does not really want man- 
hood or the role of a husband. Unconsciously all he wants is a 
perennial babyhood with plenty of breast regularly supplied, 
together with the admiration of all and sundry. 

His anxiety is due largely to the fact that he is still straining 
and striving to give the appearance of achieving the impossible. 
It is fundamentally impossible for the baby to be a man, or 
even to be competent in consistently appearing to be a man. If 
he can be induced to realise and accept the nature of his 
emotional pattern, to recognise that his role is that of being 
comforted by a mother-figure, rather than that of achieving 
sexual conquests, a continuous strain will be relieved and 
comfort instead of anxiety wiU result. 

As a result of the progress which he has already made in this 
direction he is now more content with an affectionate relation- 
ship with his wife and less insistent upon striving after repeated 
sexual activity which commonly neither he nor she really 
desires. 

This new habit of life, together with a recognition that his 
anxieties and panics are not the dreadfully devastating pheno- 
menon which he formerly supposed them to be, but are nothing 
more or less than the infantile anxieties associated with a failure 
to gratify his baby ^vishes, has already resulted in a considerable 
diminution of his anxiety and a complete disappearance of his 
tendency to panic. 

A study of this case leads us to an interesting reflection which 
takes us from the realm of psychology into that of physiology. 
It has already been said that anxiety is the antithesis of sexuality. 
It is as though vital energy can flow in one of two opposite 
directions, or along one of two antithetical nervous paths. 

The one is the pleasure-path of sexuality which leads to the 
expansion and multiplication of life, the other is the path of 
anxiety which leads to a \vithdrawal from the environment and 
a bottling-up of energy wthin the system. 

This antithesis has its anatomical audits physiological counter- 
part. The autonomic nervous system, which lies for the greater 
part outside the central nervous system and consists of an im- 
mense number of ganglia containing nerve cells and a network 
of minute fibres ^^’Hch go to ever>' organ and involuntary muscle 
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of the body, is a relatively primitive structure which has the 
immensely important function of regulating the viscera and, 
through the emotions, of conveying to them the special uncon- 
scious requirements of the moment. 

Each viscus, large or small, and even the muscles of the 
minutest arteries and the glands of the skin, each receives 
antithetical pairs of fibres. One dement in the pair comes from 
the part of the autonomic nervous system called the para- 
sympathetic, and the other from its opposite number called the 
sympathetic. The former is chiefly concerned in functions which 
would include expansion and pleasure. The latter is chiefly 
concerned in responses to the emotions of anxiety. 

An exceptional degree of sexual tension, conducted along 
the parasympathetic, would tend to discharge itself as orgasm, 
whereas an excessive degree of anxiety tension, conducted 
along the sympathetic system, would lead to a condition 
described in medicine as “sympathcticotonia” and would tend 
to discharge itself in some such phenomenon as an hysterical 
outburst. 

We cannot here go into details of this interesting physio- 
logical antithesis, but the point for us in connection ^vith the 
above-mentioned clinical material is that it seems from this 
patient’s experience that an anxiety discharge can actually 
produce relief of tension comparable to that of an orgastic 
discharge. 

Perhaps this discovery is not so strange -when ^ve reflect that 
many a woman speaks of “a good cry” as a relief for her pent-up 
emotions. 

A further consideration of these psychological and physio- 
logical phenomena would bring us to a formula Ibr the produc- 
tion of orgasm on the one hand and for the symptoms of the 
anxiety state on the other. 

Space will not permit me to dwell upon this subject at 
greater length, but I can say that in tlic particular case under 
consideration the dc\'clopmcnt of (he formula was traced to 
events which can be itemised as follows ; 

The first event: nervous tension (which may be conceived 
of as electricity), is produced b)’ the bodily life-processes and 
accumulates within the s>’stem, Tim accumulation of tension 
received a very important reinforcement at the dcs'clopmcnt of 
puberty. 
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The second event is that this tension presses for its relief and 
activates the phenomenon of masturbation, achieving thereby 
periodic reduction through orgasm. 

The third event is that, on account of the development of 
ideas and ideals, psychological forces are mobilised to oppose 
this process. Finally they succeed. The masturbation stops 
but tension nevertheless continues to accumulate. 

The fourth event is that control has to be further reinforced 
to keep in check the ever-mounting tension. The intra-psychic 
condition is now not only one of conflict but also one of pretty 
considerable suffering. Increasing tension frequently threatens 
to break through the controlling forces. Whenever it nearly 
succeeds the controlling ego experiences anxiety. The ego 
is afraid of being overwhelmed by the instinct-pressure in the 
unconscious. 

The fifth event is that this feeling of anxiety itself carries off 
some of the accumulated tension so that the tension has now 
found an alternative path to pleasure or sexuality, namely the 
path of anxiety-stimulation. 

The sixth event is that, evidently travelling along this newly 
established path of anxiety (sympatheticotonia), the tension 
now tends to overflow into various parts of the body and to 
discharge itself somatically by various anxiety symptoms such 
as palpitations and tremblings. At the same time the strain 
of the conflict, particularly by the efforts of control, leads to 
congestion which causes headache and to various muscular and 
other tensions experienced as strains and pains. 

We now have a state of tension so great that in spite of all 
psychological control it is overflowing in every direction. Both 
the experience of tension itself and the experience of its various 
overflowings are distressing or intolerable. 

The interesting position now is that the system has acquired 
a new path, other than that originally designed by nature for 
pleasure and propagation, for the discharge or reduction of 
accumulated tension. This new path is that of anxiety, the 
very antithesis of pleasure and of sexuality. 

Nevertheless, along this anxiety path it seems, from some of 
the material gained from this patient, tensions can achieve some 
discharge. It is thus that an anxiety crisis can relieve tfis 
patient’s headache veiy^ much in the same way as a pleasurable, 
satisfactory orgasm would normally do. 
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The question has arisen whether anxiety is a psychological 
or a physical (that is, physiological) phenomenon. It is the 
same question as to whether sexuality is a psychological or a 
physical (that is, physiological) phenomenon The answer is 
the same in both cases. They arc each psychological in their 
origin but physiological in their execution. What is more they 
each have a specific anatomical basis. In the case of sexuality 
it is the parasympathetic part of the autonomic nervous system, 
and in the case of anxiety it is the sympathetic part of the 
autonomic nervous system. 

It appears that these two phenomena, sexuality and anxiety, 
are antithetical. Sexuality (without conflict) is accompanied 
by feelings of pleasure and weU*being and results in an exten- 
sion of life, whereas anxiety is accompanied by feelings of 
unpleasure, ill-health, and leads to a withdrawal from life- 

Life can "expand” only when it feels safe, that is to say in the 
absence of danger or absence of the feelings of anxiety. 

It is as though the life-current, tending naturally to expand, 
outwards and to extend, increase and reproduce itself, is 
driven back when it senses danger. It \vithdra\vs into its own 
interior, closing up its contacts ivith the outer world and 
finding no expression except in the form of tensions, pains and 
commotions inside. Thus we see that this latter condition is 
synonymous with a lack of potency. It may not be too much 
to say that every sufferer from nervous trouble is the victim 
of some such functional inability to achieve full orgastic 
psychosexual potency. 

It may be said that the criterion of complete cure, namely a 
restoration of full orgastic potency \vith entire freedom from 
anxiety, is an ambitious one in view of the fact that physio- 
and tvtSi have 

down and established within the sufferer from perhaps a very 
early age. 

But it can be said that in this instance the patient, notivith- 
standing his previous rejection on medical grounds for national 
service, subsequently volunteered and w.'xs accepted. 

I ha\c recently heard that he has been promoted Co com- 
missioned rank. 
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NERVOUS BREAKDOWN 
(ANXIETY HYSTERIA) 

(i) Introduction: The term “nervous breakdown” is of course no 

more scientific than other classificatory categories of psycho- 
genic illness. It might for instance be used to designate the 
irruption or early -stages of almost any variety of mental or 
nervous disorder, in the same way as the term “neurasthenia” 
was for many years used by practitioners of medicine to cover a 
multitude of sins from anxiety neurosis to schizophrenia. 

Nevertheless in its most general usage it usually indicates a 
condition, or a variety of conditions, between anxiety neurosis 
and hysteria proper. The term is here used for several reasons, 
but chiefly because this transition stage between anxiety and 
hysteria is not only very common but often far from transitory. 
The patient appears to oscillate between the acute mental dis- 
comforts of the former and the comparative mental tranquillity, 
the belle indifference, of the established Conversion Hysteric. 
Moreover it may be said that almost aU cases of anxiety state 
show a variable tendency to hysterical mechanisms, and almost 
all hysterias show fluctuating degrees of anxiety symptoms. 

Therefore I have called the following case “nervous break- 
down”, for though it savours more of anxiety than of hysteria, 
it is an example of a very common condition intermediate 
between these two illnesses, demonstrating their close relation- 
ship, and serving to draw the reader from his acquaintanceship 
widi the former to his introduction to the latter. 

The psyche in its mental agony seems to attempt the con- 
version of its tensions into physical symptoms simulating 
hysteria, but never really succeeds in establishing them. 

(2) A great deal of nonsense is talked and written about 
nervous breakdown, not only for popular consumption, but 
even, iVegret to say, in standard medical works. For instance 
the allc^d causes are usually classified as follo\vs: heredity^ 
environment, ^vorry of all kinds, overwork, fatigue, ill-health 
and (last and presumably least) sexual irregularities. 

98 
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The subject is shrouded in mystery and obscurity, giving the 
impressjon that the authors lack the experience or the courage 
to extract the truth — or dse they have not taken the trouble to 
investigate even one case in sufficient detail. 

The case about to be recorded — typical of case after case 
which consults the psychotherapist — ^will not only reveal tire 
characteristic aetiology (<fauses) of the condition but will give 
us some insight into the simple mechanisms of symptom-pro- 
duction. 

But these deeper and more interesting considerations must be 
deferred until we have seen the patient and heard the alarming 
story she has to tell us. 

For the sake of clarity the material of her interview has been 
rearranged to give the impression that she tells us all her 
symptoms first before she takes excursions into her case history. 

They are all the characteristic symptoms of acute nervous 
breakdown— and her case is remarkable chiefly for the fact 
that she has almost the whole conglomeration of them instead of 
exhibiting, as most patients do, only a selected few. 

( 3 ) The patient, a healthy-looking, single woman of about 
thirty years of age, complains as follows: 

“I was quite well until a few months ago, and then I began to 
get these horrible feelings. They have got worse since, so that I 
am now hardly ever free from them, and sometimes they get so 
terribly acute tliat I am convinced my last moment has come. 
But, apart from these hornbic attacks, I can’t say I am ever 
completely well. Tlicrc is a constant feeling of general irrita- 
bility, as though I ivcrc in a stale of c-xcitcmcnt all tlic lime. It 
is most uncomfortable. 

"And I can't bear the slightest noise. A clock ticking, even in 
the next room . . . nobody dsc can hear it, and yet I can liear 
and think of nothing else until it is removed. If a dog barks in 
the street outside I jump out of my skin. 

“But even if there is no sudden noise and nothing happens, I 
am still expecting something of an unpleasant or icmblc n.ature. 

I keep wondering what atvful thing is going to happen next. If 
there is a knock at the door I feel it is the police, or some b.xd 
news. If I get a pain in my chest I think it is cancer, “pus has 
been my condition for weeks now— a st.ate of tension and 
anxiety. I know it is silly, but what am I to do about it? 

"But I ha%c onl> told the mildest side of the picture. 71>c 
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other side is so terrible I am almost afraid to think about it-— 
only too glad to be free of it when it is absent, as at this moment. 
Analyst: ‘^Tell me.” 

“1 get the most indescribably terrifying attacks. It almost 
makes me shudder to think of them. I never know when the 
next one is coming. Although I have now survived several, 
every time they come I am convinced it is going to be my last 
moment. Anything and everything happens to me. I feel I shall 
scream if I start thinking about them now.” 

Analyst: will he all right. I think you had best describe them. 

“Sometimes it is my heart. It jumps, or stops, or races away 
at a terrible speed. Sometimes I gasp for breath, or think I am 
going to choke. I break out in a sweat and start trembling and 
shuddering all over. Why it doesn’t kill me, I don’t know. I 
should mention that apart from these attacks, since this break- 
down came I get frequent sweatings and tremblings without 
any cause, and all sorts of other attacks can happen to me, frinny 
feelings that rush up to my head so that I think it is going to 
burst. 

“Sometimes my knees are so sensitive that if anything touched 
them I should scream. Then my face wall get all flushed, and 
hot feelings come over me, only to be followed by cold chiUs and 
shivering. I also get dreadful attacks of giddiness which make it 
impossible for me to venture out in the street in case one of them 
comes on. I should be quite helpless. Perhaps that is why I have 
been afraid to go out alone since this breakdown. 

“Then sometimes I get attacks of acute indigestion and 
diarrhoea. It is difiicult to believe as the doctor told me, that 
it is all nerves. I think I must have developed some terrible 
illness. That again puts me in a state of anxiety. 

“I have to keep passing water every few minutes. No sooner 
do I sit down than I have to run off again. In fact, everything 
seems to have gone wrong. The miracle is that I am still alive 
after all that I have been through in the last few months. 

“One thing I forgot to mention: rheumatic pains. But I left 
these out because I am sure that they are not part of the nervous 
breakdown. I think I must always have been subject to rheuma- 
tism, but nothing like I have been through during the last 
month or two. More often than not I seem to be aching all over. 

“You have asked me to describe my symptoms, doctor, but 
it is quite beyond me to describe the tembleness of the acute 
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attacks. Sometime when I do drop off to sleep through sheer 
exhaustion, I awake with a scream in the night, convinced that 
I am dying. In fact, I have thrown myself back on the bed, 
shouting that I am dead! 

“When I went up to the hospital they asked me a lot of 
questions about whether my mother or father or other relations 
had suffered anything like this. Or had they had a mental 
breakdown? 

“I suppose it means that this sort of illness can be inherited, 
but there is nothing of that sort in my family. I seem to be the 
only sufferer. Though perhaps I should mention that my father 
is rather a nervous man, and my mother is highly strung. I am 
the only child. 

“When I was a girl of fifteen I got rather a bad shock, and 
that upset my nerves for a little while, but I soon got over it, 
and I don’t think it has anything to do with the present trouble.” 

Analyst: **What was the shoeP'* 

“A man got hold of me on a dark foggy night, but I screamed 
and got away. Anyhow, it did upset my nerves for some days, 
and I got a feeling something like the one in my head. But I was 
soon quite well again. 

“It did not frighten me too much. At seventeen I used to have 
quite a gay time svich boys. A girl friend and I used to go out 
together. Of course, I never let them go any further tlian a little 
mild love-making, but I think I enjoyed all that very much, 
because those were the best ycare of my life. I dare say it w-as 
exciting, but there was nothing wrong in it. 

“Perhaps I should tell you, doctor, that I ha\ c had a prc\'ious 
b^cakdo^vn like this one before It happened a few )cars ago. I 
had been engaged to a man for about five or she >ean, and \vc 
had become on ^e^y intimate terms. He came to live at our 
house, so 1 used to see him c%'cry day, and \\c >\ould sit up after 
the others had gone to bed and make Io\ c together. But I stuck 
to my high principles, and so I nc\cr let him go loo far, though 
^-ou can quite understand that, knowing him all that time, 
perhaps we went a little further than wc should have. 

“Now I come to think of it, I had a few nervous ups and 
downs towards the end of that long engagement, aficr he had 
been staying at our house for some time. Perhaps it was the 
nervous strain of the whole situation, because if u'as not verj’ 
s.itufactop>% 
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“I dare say I would have liked to have gone further with him, 
but it was becoming clearer, especially to my parents, that he 
was no good for marriage. He kept on being out of work, and 
unable to pay his share, so that they had to keep him at home 
for nothing. 

Finally they told me he was no good, and turned him out. I 
was not allowed to see him again. That was when I got my first 
breakdown. It was bad enough, but not so bad as this one. I 
graduaUy got better after six months or so. But I don’t think 
I had entirely got over it all when my present fiance came into 
my life. 

That was only towards the end of last year. We soon became 
very fond of each other. We made love together four or five 
times a week. And at first I thoroughly enjoyed it, and my 
nerves got perfectly well. Of comse, I drew the line at sexual 
mtercourse, as I am determined to have none of that before 

marnage, though I must confess that at times the temptation 
was very strong. 

Then it seemed that quite suddenly all my feelings changed. 
One night I felt I could not bear him to come. I could not bear 
Ae sight of him, and when he was in the room alone with me 
felt I could scr^m. I did scream at him once. He thought I 
ad gone mad. Whatever am I to do about it aU? At the thought 

terriMeXcks!^’'™’ 

I ?et ^ seem to have turned against him. 

wSderT^t “d all over. No 

to mt^ Mm « of depression as weU. The doctor advised me 

me feel Td die oh”^’ *ought of doing so now makes 
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“I suppose I think it would be all that kissing and cuddling 
over again. Really I could not bear it, I’d scream or bunt or go 
mad. 

“My head often seems to swell up and feels as if it is going to 
burst.” 

Without apparently realising that she was giving free associa- 
tion of thought, she continued; 

“This morning I felt terribly sexual for the first time since my 
breakdown, I could not settle do^vn to anything. I tried to read 
my book, but couldn’t take it in. I tliought I should like my 
young man to come and see me, though I dare say if he really 
came it would all go and I’d get these terrible feelings instead 
and •want to scream. It has happened like that before. 

“I told you of that pricking and stinging feelings in my legs. 
Well, now I feel a^vfuUy irritable, and I hav^got it in my arms 
too. It frightens me- I feel I am going to crumple up any 
moment. If I get one of those terrible attacks again I am sure I 
shall die. 

“It seems I either get like this or else I am terribly unhappy 
and depressed, and then it seems that everything is dead . . . 
dead , . , And then I get thefeehngofboredom. That is 

what I feel marriage would be like.” 

Analyst: *'fVAa/ went 

“Sex went dead. I don’t know why it went dead. All I know 
is that I suddenly got these feelings of depression and felt dead. 
Then I began to chink of it all as something unpleasant. Oli, 
yes! I should have mentioned that there was a time after the 
pricking and stinging feelings in my legs had been particularly 
bad, that my legs really did go dead. I couldn’t feel anything 
in them; I couldn’t feci them when they ucrc touched and I 
began to drag them when I tried to w.'ilk. It’s a pity tlicy did 
not stay like that, but if they had done I fancy' I should have lost 
the use of them altogether.” (Tliis indicates the tendenq* to 
hysterical conversion ) 

“But that seems something quite apart from the terrible 
feelings which I can’t control, and which I fear will get the 
better of me one of these days, and be the end of c\cq thing. 

“I’d ratlicr feel the depression than those awful frights. Do 
you think, doctor, I had my breakdown so as to get rid of my 
sccual feelings^” 

As’aiast; "WtTtjcu Jindm^ then to intotftahU^" 
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(4) Anxiety Neurosis’. Freud extracted from a conglomeration 
of symptoms labelled by various practitioners “neurasthenia” 
and “psychasthenia”, a distinction between what he called the 
“actual neuroses” and the “psychoneuroses”. 

The former he showed to be due to specific physical factors in 
the current sexual life, and the latter to be due to psychic factors, 
often no longer current but due to infantile emotional ex- 
periences. 

He distinguished within the compass of the “aetual neuroses” 
a specific entity which he called '‘^anxiety neurosis”. The char- 
acteristic mechanism of this, according to him, was that 
stimuli originating in accumulated sexual tension failed to enter 
consciousness as a sexual urge and were in consequence deflected 
into other paths, manifesting themselves as a variety of symp- 
toms physical and* psychical. 

He drew an antithesis between this neurosis and neuras- 
thenia, anxiety neurosis being due to an accumulation of excita- 
tion, and neiurasthenia to an impoverishment of it. Nevertheless, 
he pointed out that in the same patient the two diseases could 
exist in rapid alternation or practically side by side. 

Although this work is fifty years old, attention is being called 
to it because Ae lessons Freud taught have not yet been learned 
by the public nor by the majority of practitioners. The 
difficulty lies in the fact that neurosis is seldom or never pure. 

It is practically always mixed up with symptoms belonging to 
another or related neurosis and to more than one psycho- 
neurosis, but although each case presents a mixtxu’e both of 
symptoms and of diagnosis, yet there is some reason for making 
distinctions because the causes of one diagnostic group of 
s>^mptoms differ from the causes of another group. 

Freud’s Hst of the syunptoms of what he caUed anxiety 
neurosis may mth advantage be compared mth the symptoms 
related by the patient whose case is here described. His Hst: 
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5. Awakening in fright. 

6. Dj0iculty in locomotion usually due to attacks of vertigo and 
commonly leading to agoraphobia, or fear of open spaces. 

7. Disturbances of digestion and sometimes undue frequency in 
urination. 

8. Pseudo-rheumatic pains. 

It will be noticed that our patient fulfilled practically every 
one of these qualifications to justify the diagnosis of anxiety 
neurosis. Hers ^vould be almost as pure a case of this trouble as 
could be found were it not for the tendency to proceed to a 
more advanced stage in the morbid process, indicated by the 
transitory anaesthesia of her legs and impaired locomotion 
(conversion hysteria). 

There are just one or two symptoms which are those of 
anxiety hysteria though not so many as one usually finds in a 
case of nervous breakdo\vn. 

One such symptom was a feeling of something trickling down 
her leg, which by association of thought was shown to be related 
to a psychic trauma that had occurred at her first menstruation. 
This, however, would come under the category of a symptom of 
a psychoneurosis (viz. hysteria). 

Actual neuroses in contradistinction to psychoneuroses are 
not produced or maintained by any single psychic shock, but 
on the contrary arc kept up by current accumulations of nervous 
sexual tension. Their cause is in a sense physical rather than 
mental, and they cannot be cured by psychotherapy alone 
unless this leads to some correction of the incorrect current 
habits. 

Psychoncuroscs, on the contrar>', whatever symptoms they 
portray, hav'e their cause or origin in psychic material, such as 
sexual shocks and emotional stresses of early life including 
infancy. 

They wll not be cured unless, by an analytical process, the 
current s^Tnptoms are traced back and, Uirough the patient’s 
free association of thought, linked tvitJi their earliest origins-^ 

The same applies to obsessional neurosis hidi, like h>'stcria, 
is a ps> choncurosis. 

Noiv my reason for calling the present case histor)* * nervous 
breakdotsm” is tliat, t\hatc\xr particular neurosis or ps)cho- 
ncurosis die patient may be sufTcring from,^ the l>TfaXdc:cn or 
sudden outcrop of acute nervous sjTnptoms is most frequcntlj 
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connected with at least some proportion of anxiety neurosis. 
More often than not this is, as it were, the spearhead of the 
illness. 


The patient may have been a potential hysteric or a potential 
obsessional neurotic, or a potential neurasthenic, but she has 
carried on more or less successfully with her work, until an 
accumulation of undischarged sexual tension was precipitated 
by some factor, sexual or non-sexual, physical or mental. 

In consequence of this accumulation of undischarged sexual 
tension the immediate breakdown which ensues has several of 
the characteristics of anxiety neurosis. Of course, the immediate 
precipitating cause may not be the real source of the anxiety 
neurosis symptoms. 

This source is always accumulated undischarged sexual 
tension which has been deflected from the mental path; that is 
to say, the patient, instead of being conscious of sexual urges, becomes 
conscious instead of all sorts of alarming feelings and symptoms. 

Behind this sort of beginning to a breakdown proper, the 
picture may be confused by a large number of symptoms which, 
s^ctly speaking, do not belong to the anxiety-neurosis group 
but to latent hysteria or obsessional neurosis, or other mental or 
ne^ous potentialities within the patient. These are perhaps 
eing more or less suppressed until the acute outbreak of 
anxiety neurosis carries them into . the stream of symptom- 
lormation. 


erhaps this account will help the reader better to understand 
w y ere is so much confusion regarding varieties of nervous 
illnesses and particularly why there is so much nonsense talked 
about theu causes. 


nntc'ri 1 when a heavy lorry passes in the street 

ac + ^ seem too easy to come to a conclusion 

orfi ^ ^^iises of its collapse — ^whether it was water 

it haH if eaten into the structure, or whether 

be incoflft ? ^ constructed from the start. It would obviously 
trouble ° I’cgar the lorry as being the sole cause of the 


mind can bp nf innocent or ignorant the conscious 

exist or are beino- ^ cf the stresses and distresses which 

levels of the nsvchp^^p''^ f deeper and more primitive 

tive nature unon burdens upon their primi- 

nature, upon their instinctive desires, and be quite unbare 
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of the weight they are voluntarily bearing. 

When this burden becomes intolerable, breakdown ensues, 
but they still remain quite ignorant of its source and causes. 
What is perhaps even more surprising is that the doctors they 
consult are often equally mystified. 

The facts are that in the aetiology of nervous breakdown, 
apart from heredity, we find the burden to be upon the functions 
of the sexual instincts, suffering under repression, and therefore 
sometimes quite unconscious. Increasing tensions are thus set 
up which may at any moment break through the repressing 
forces and manifest themselves in the form of one or more of 
the symptoms of nervous breakdown, with or without the 
attendant psychical symptom of morbid anxiety. 

Thus the adolescent who is all but ripe for sexual life, upon 
meeting with her first introduction to sexuality, commonly 
manifests some of the symptoms of aaxiety neurosis, but here 
the picture is sometimes confused with hysterical conversion 
symptoms. 

A fair number of cases occur as a result of sexual abstinence. 
This appears to happen more frequently in males. 

A young man recently consulted me because his work had 
become a nightmare on account of the puzzling anxiety Jest 
one of the staff should come up and put a question to him It 
transpired that it was only members of the opposite sc.x whose 
questions would prove so disconcerting. The anxiety was almost 
incapacitating. 

This young man was trying to live as though se.xuality just 
did not exist. His glands, including tliose of his skin and, to his 
discomfort, neck and face, gave the he to his conscious preten- 
sions. Continence and licalth arc evidently not possible to all 
human bcin^, I^Iayhc ofhmwsc there would be no human 
bcingp! 

The victims of long engagements provide a large propor- 
tion of the cases of nen-ous breakdown. The aetiology* here is 
clearly that of frustrated instincts. A contributing /actor is 
that conflict in connection with the sc-xual impulse makes it 
appear b.id, until finally the feelings e.xpcricnced arc very bad 
indeed. 

The case history* here given in detail Is a ty*pical initanre of 
these factors at vstjrk. 

A psychologist sees an even larger numlicr of c.ases with the 
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identical symptoms among married people of both sexes, who 
to avoid pregnancy or for some other reason are practising 
some abnormal interruption of natural sexuality. 

Single people suffering from nervous breakdown are apt to 
point to such instances in the case of their married friends, and 
to declare that their illness cannot be due to sex, as “So-and- 
so”, who is married, has similar nervous troubles. 

Within marriage and within the sexual act itself there is room 
for every aetiological factor of nervous breakdown. 

The husband who practises coitus reservatus to satisfy his wife’s 
sexual needs, puts on himself the strain of reservation of his 
orgasm and is thereby hable to get a nervous breakdown, 
though in this case the symptoms of anxiety as described at the 
beginning of this chapter are likely to be accompanied by some 
of the symptoms of neurasthenia or nervous exhaustion. 

He who practises coitus interruptus, obtaining his own satis- 
faction and ignoring the sexual needs of his wife, is laying the 
foundations for her nervous breakdown. 

That this breakdown may never actually occur is no disproof 
of the sexual aetiology. It is just a question of how great a 
burden she can tolerate. The fact that such breakdown when at 
last it comes may happen immediately after a period of over- 
work, debilitating physical illness or mental shock, merely 
shows that the last straw may break the camel’s back — though 
with greater knowledge we must recognise that it was really the 
load that the back was bearing before the last straw was placed 
upon it. 

Further proof of the sexual aetiology will be brought forward 
when we later discuss the psychopathology of nervous break- 
down, where it wiU be shown that^the symptoms all arise 
directly from the tensions produced by unreheved sexual 
tension. 

Other factors in the causation of nervous breakdo\yn include 
the excitement of the chmacteric period in both sexes, where 
there is a temporary increase of sexual tension ^vith less internal 
and external facilities for its discharge. 

The factors of overwork and illness, so often referred to in 
orthodox aetiologi^, can be safely regarded as merely contri- 
butory factors acting upon a nervous system already over- 
loaded with undischarged sexual tensions. 

This is the usual state of affairs in such persons as some 
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masturbators who have by recessive practice made themselves 
incapable of tolerating even a normal degree of sexual tension. 
Therefore their breakdown is more likely to occur ivhen, by a 
Herculean effort of will, they have succeeded in temporally 
giving up the practice. 

(5) ^^chopathQlog^x The explanation of the situation is that 
sexuality is not a unity, but consists of two contrasting and 
opposite parts. It is the failure to recognise this essential fact 
about sexuality which is responsible for all the confusion and 
apparent contradiction in connection ivith it and its functions 
in the promotion of health and illness. 

It is sometimes said in depreciation of Havelock Ellis that he 
spent his lifetime and covered seven volumes in describing the 
world in terms of what he called “Tumescence” and “Detumes- 
cence”. If the lesson he has to teach is rightly understood his 
life was not wasted, nor ivere the seven volumes too much for 
such an important lesson. 

These are the two parts of the sexual act. Tumescence may be 
defined as a heightening of sexual tension and all that con- 
tributes to such heightening. Dctumesccnce is the reduction of 
that tension. 

Psychologically it docs not matter that the first part of the 
sexual act can occupy an immeasurably greater time than the 
second part. They arc complementary to cacli other, and if 
tumescence docs not lead to its natural sequel, dctumesccnce, 
the same sort of result may be expected as jf the pressure within 
a boiler steadily increases %vithout any reduction of pressure 
being permitted. 

Should we be surprised if an explosion is the consequence? 
Nor perhaps should be surprised at what direction the blast 
may take. Small wonder also that the ego, sitting on top of such 
a boiler, should feel some cause for anxiety. 

Briefly, then, the source of anxiety neurosis is an accumuh- 
tion of undischarged sexual tension. The accumulation is 
primarily the inevitable result of the life processes themsebes. 
The failure to aclvic\c discharge is due to forces within .md 
uitltout the ps)chc. 

The former arc more important and include conscious and 
unconscious opposition operating so that the sexual tension is 
presented from reaching consciousness as a sexual urge. In fact 
the opposition may l>c so overwhelming that tlic reaction to 
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sexual stimuli may be comparable to that of a thirsty victim of 
hydrophobia to water. 

So much for the source of anxiety neurosis. There may be two 
principal factors responsible for the form the symptoms take. The 
first is fear on the part of the ego lest its control be swept aside 
by the enormous accumulation of tension below it. It reacts to 
the internal danger situation with morbid anxiety much as it 
normally reacts to external danger situations with normal fear. 

The other mechanism responsible for symptom-formations is 
the diversion of the accumulated sexual tension into other paths. 
This is what I referred to as the direction the blast of the 
exploding boiler may take. Probably both mechanisms are at 
work simultaneously and reinforce each other. 

For instance, the anxiety arising in the ego may cause the 
normal fear reaction of increased rapidity and force of the 
l^artj and at the same time the accumulated tension may find 
this heart-muscle activity a convenient one whereby to dis- 
charge some of its dammed-up energy— just as a frightened 
ra bit can get rid of some of its anxiety tension by the muscular 

activity ofrunning, or, ifit cannot run, by trembhng ... and 

our anxiety-ndden patients tremble or shiver quite a lot. 

Now the remedy for this morbid state of affairs may not 
prove so simp e as^ the exposition of its mechanisms might lead 
^ to suppose. This fact is hnked up with the problem of why 
tne patients concerned ever come to suffer in this way. The 
anation \viU be found to lie in their particular psychological 
m^e-up and that of the society in which they live. 

individual under the compulsion of his 
.1 ® some more or less satisfactory outlet for 

of thiw,"' too strong to hold, in spite 
of frastrating influence of his environment 

whok helrtedf '*0 in their youth have perhaps too 

p“n;d ruH *'= ProWbiting attitude of their 

adopted it as tli° • perhaps too successfully 

o.y^“^rsur-\^^^^^^^ - fo. 2 : 

sdml&rand rccumu"o“f pleasurable 

an cos. to prevent i^dS 



nervous breakdown 
IZZrs., and even *ey »joy U, 

orgasm to take place. In co ^ break out in the 

nervous tensions which may M Frequently the fear 

form of the symptoms “f.^.^Sponsible, and it cer- 
of unwanted pregnancy is held to be resp 

tmnly may be a unconsciously identified 

Some have even gonesofar^toh^ ^^^^_^^^^j_^p,^„^j,„„ 
detumescence with death. T , ^ ; the night shouting 

of our patient's symptoms ^ ^«^“-^^,tion of sleep, nature 
that she is dying or dead. ^ accumulated sexual 

tended to run its course to r^u 
tension by a dreani orgasm. Her anxiety 

to stop this “calamity • afraid to co to sleep at all, 

Finally, such a patient ^ard against her 

because in sleep she can no 6 j j sl^e so morbidly 

nature taking its health-giving coune wn 
fears. , . , mav frequently be respon- 

Similarly, psychological Over-indulgence 

sible for the very opposite masturbaUon may, like 

in sexuality such as 0 ''“'^'^“'" , be part of an individual 
sexual obsession, be an at c P . ^ “castration" feelings, 
to reassure himself against u ^^^j^j^jp^povenshment 

themselves commonly ?, _edy” naturally ivorscns tlic 

of sexual tension. Hence the remcay 

disease. ' Krinir home to tlic reader that, even 

These few instances may bn S nervous breakdoun, 

in the simplest cine factors, psjchological factors 

however clearly due to P > . jndircedy responsible, 

lie behind the hchaviour dire tly some ps>cl^ 

In so far as these before altcrat.on and im- 

therapcutic treatment is 

provement can be . . be suggested that m 

^ (6) The rroblmoJ Am;'J- ombted the most nhv mu 

ing the problem of amneW J " stress, or imrliap 

tn°’mttr. sic." ^"Us sources of anxiely as ordinary 
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unreality) quality in the anxiety state provoked, coming 
months or years afterwards, can invariably be shown to be due 
to the activation, not of the conscious fear of death, but of the 
unconscious phantasy of castration with its source in Oedipus 
wishes, the only “death” with which the deeper unconscious 
levels of the mind are familiar. 

I have dealt with this subject at some length in “The Analysis 
of a War Neurosis”,* and some little evidence for the same con- 
clusion may be detected in Chapter XXXI of the present book: 

A Case showing Some Implications of Short Treatment”. The 
conclusion is that a detailed consideration ■ of traumatic pre- 
cipitating factors offers little contribution to the aetiological 
study of the problem of anxiety, though they stand in the fore- 
front of the analytical material and must emerge fully into 
consciousness before the deeper psychological conflicts, the real 
and predisposing causes of the condition, can be approached. 

These deeper psychological conflicts have the effect, first, of 
arresting the normal psychophysical mechanism of tension- 
reduction, namely periodic orgastic relief and its displaced 
equivalents, and secondly, of contributing psychological ele- 
ments to the resulting discharge of the accumulated tensions 
when they erupt in symptom-formations. 

‘ IVar^n the Mind, 2nd Ed. chap, xxiii, pp. 188-221. 
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repression has thereby been developed, and, while transmuta- 
tions of tension into conscious anxiety are inhibited, the path 
is laid open for their somatic. absorption. But this process though 
typical of hysteria, particularly of conversion hysteria, is not 
the only mental mechanism at work. Perhaps the more essential 
element distin^ishing, or forming a transition between, these 
cases and anxiety neurosis is the relative strength of the re- 
pressing forces and the consequent deeper level and greater 
violence of the unconscious conflict. 


There is one further characteristic of the deeper psycho- 
pathology of hysteria which must be stressed, a characteristic 
which distinguishes it not from anxiety states but from the more 
severe illnesses to be described in the next Section, and that is 
that its nuclear source lies in a fully developed libidinal organisa- 
tion at the genital level with capacity for whole-object love, in 
short in the Oedipus Complex proper. The constructions from 
pre-Oedipus levels of organisation (component instincts) are, 
as^ compared with obsessional and more severe neuroses and 
W1& psychoses, relatively few and uncharacteristic. 

Before proceeding to the more typical cases of hysteria to be 

descnbed in tins Section I vvill give as an intermediary a case 

o a ess established nature. The patient has many attributes of 

normahty, including a tendency to suppress, or even repress, 

nis sexual life, a strong compulsion to overwork as a defensive 

measure against the outcrop of an overloaded sexual instinct 

alternative outlet for its tensions, and perhaps some- 

nnrr^ T ^ temperament though apparently within 

isXpi came was in his case not an 

“knock out” ^ though temporary, 

nock-out of his resisting consciousness. 
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greeting. He leapt out of his chair, seized me by the hand, and 
as soon as I indicated the direction of the room for the con- 
sultation he brushed past me and rushed to it. It was as though 
his vitality must be immediately expended. 

I noticed, however, that his walk was more jerky than, need 
be, and that he swayed from side to side, something like a highly 
trained prizefighter sparring in the ring. 

It seemed to me that it would have suited him better if I had 
directed him to run around the room in circles rather than to 
sit on the settee and try to relax. Nevertheless, the method of 
relieving tension by muscular activity instead of by mental 
work is anything but psychological. 

However, having persuaded him to immobility, the abundant 
rush of words and description which poured from him displayed, 
like his physical tendencies, an unusual amount of tension 
pressing for release. 

He said: “I must get back to work at once, doctor. I cannot 
bear this inactivity. I am in the habit of rising at 6 a.m. and by 7 
I am always hard at it. 

“I had a Government contract to biuld six factories in three 
months, and I got it done, all but one, and that was only two 
weeks late. On occasions I had to whip all round England for 
the necessary materials, but I got them. I keep my contracts. 

“With me work has always come first, that is why I cannot 
understand this absurd breakdown and the inactivity which 
you doctors are forcing upon me.” 

It will be appreciated that I had some difiiculty in persuading 
this young man first to describe to me the attack and sub- 
sequently to tell me the psychological situation which pre- 
cipitated it. 

Finally he said: “Well, I just don’t know what happened. 
All I know is that I could not see, my legs gave way, and they 
tell me I started sobbing and crying. I know I fell down. I 
expect I must have been over-tired. I had had no break for a 
long time. 

I had been at a directors’ meeting all the afternoon and had 
done a lot of talking, laying down the law, I suppose. 

It was a Friday and I had been able to take the week-end 
ofi- I was going to a country hotel, and on the way I was going 
to drop the directors’ secretary at her home twenty miles out of 
London. I have^known her for some time, and she is engaged 
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and rubbish! Work has got to be done, the war has got to be won and all 
useless dead wood must be cut away^ 

Then, or just before that, I could not see the road. How we 
got to the house, God only knows. But what has all this to do 
with the absurd breakdown that followed? I did not tell the 
doctor anything about this, but I did teU him that I had been 
forgoing my customary sporting activities. Before the war I 
used to play hard at least once a week, but now the time has 
been given to extra work. Perhaps in consequence I am not so 
fit physically.” 

The story of this man’s life is as characteristic as the impression 
of himself which he has given us. The son of a fish salesman, he 
^ ad started life in the East End, working in his father’s shop 
in the early mornings before going to school. 

father went bankrupt. He obtained employment 
with a large fisheries where he soon found a job both for his father 
an or other members of his family. He worked arduously and 
new e was entitled to the substantial rise which he presently 
demanded. It was not forthcoming. However, ^he had saved a 

•11^ 'with it he purchased a barrow and the good- 

^vlll of a peddhng fish salesman. 

never before been put to such strenuous 
^e. Within a few months the turnover had trebled itself. 
Witfon a few more he had more business than he could cope 
wth single-handed. He employed his father and the other 
relatives from the fisheries. 

tn increased a hundred-fold. Horses and carts had 

were Presently he found that his profits 

thereforp^'f swallowed up by stables and such like; he 

toefore decided to bufid his oAvn stables. 

existinp-^rpi^v^^ construction were an advance upon 
than buildings completed 

hem aTcoS to taie them oler. He sold 

profits to be haH fr '• Mm that the 

rapid than those t j^'e were greater and more 

made hhn'i mister °nei 

amalgamated and became a ma erpnses. Eventually he 

Worh^as theVMinTp-^nlrol^^?-^,: "rtSrl 
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. . . darker . . . going down a volcano . . . going do^vn to 
the bowels of the earth. It occurs to me that if I could not get 
control I would become a lunatic and go to an asylum. 

“At the bottom of the well there is a raging fire . . . and 
Satan the devoiu-er. As you go down the flames get less and 
less. The little creatures seem to be saying ‘We are not dead 
yet’.” 

Analyst: '''’What are these little creatures?^ 

“Ahj they are spermatozoa wanting to get out. Once I let 
the lower levels have free rein they would boil over and tire 
conscious mind would never be able to get control again. So 
far my subconscious has had very little outlet. I think of the 
small boy who put too much yeast in the dough. It rose and 
rose and he could not control it.” 


When asked for free association of this thought he said: 
The rising up of sex. The boy is in the room and the dough 
rises and obhterates the boy.” 

Analyst: “A that like your giant in the dream? Is that what you 
o-re fighting all the time with your overwork and the ‘speed’ with which 
you must beat the giant? What is this giant?” 

He was hideous. I suppose I started fighting him at fifteen 
%y en I plunged into business on my own and gave myself no 
time for any evil thoughts or practices.” Pause. 

As a matter of fact, doctor, this is not quite true. I had 
already got up to one or two sexual tricks. I had tried things 
•r A “lyself, but I got into an aivful state about 

^ ‘ were real dangers about. My father’s bankruptcy 

and the question of the wherewithal to five, food and shelter, 
made such distractions as sex as dangerous as the pit or well 
n my p antasy. I had to stop all that and deal with reality. 
LTt''' on every score, and the only 

working for some sort of 

material security. 

m^Bv it was up to 

damnlblc ml/ ^ this 

once. 

I have been^awti^I^/' ^ fight these past two years because 
But suddeSr it /^eant to me. 

. p,- ” 
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must have been a safety-valve for all that I had bottled up, 
and I may tell )'ou successfully bottled up, through the help of 
hard work and the anxiety wMch drove me to it. 

Oh, yes, I know all the doctors attribute my breakdown to 
ovenvork, but now I am beginning to see that oversvork is 
Itself a defence against something that I am frightened of I see 
v/hat the giant in the dream is. I had to fight him wth great 
speed because I was so frightened. 

Already I am beginning to appreciate that the giant is only 
one^ aspect of myself. Now I remember I dreamt that dream 
again, but with this difference: when I realised that the speed 
of my fighting would only tire roe out I stopped fighting — ond 
there zvas nofigkt. The giant did not go for me at all. 

‘Perhaps this is the solution which slipped past me when I 
decided that my fianede was no good for me and that I was no 
nearer the resolution of my problem than I had ever been, 
^er that I collapsed. There is no sexual life for me. It must 
just be work and more work.*' 

Analyst: "Or work and collapse and then more work and more 
collapse" 

P^ehopatholog^'. How often do we hear the term “ovenvork” 
used as the alleged cause for a ncivous breakdown! Not only 
is it the most popular theory, but one meets it even under the 
auspicious scientific term “actiologj’” in orthodox medical 
svorks written by authors who should, but do not, know better. 

Frankly, I am sick of it. I make no apology for this emotional 
expression. Any scientific investigator who met, as I do, ease 
after case where the breakdotvn was attributed to ovenvork and 
investigated these cases would be as sick of this short-sighted 
view as I am. 

^Vhat do wc mean by overwork? Do wc mean that some 
external influence, such as a sla\c-drivcr, kept whipping the 
unfortunate rictlm into doing more and more work until the 
demands of this t>Tant imposed such a strain that the poor 
victim collapsed under it? If wc mean tliis we arc misf.ikrn, 
for the da>s of overt slavery arc o\'cr, at least in democratic 
countries. 

Analytical investigation shows that this conception of slave- 
dri% cr and slav c is true only as an inlra’Pprchlc phenomenon. In 
other words, the slave-driver as well as llte shve ctiit only 
within the mind of the Individual who becomes the victim of 
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nervous breakdown attributed to this cause: overwork. 

The real psychopathological problem is not solved by saying 
the man broke down from the effects of overwork. Instead, the 
all-important question is raised, “Why did he overwork and 
what drove him to it?” 

It is found that an external factor is never responsible. It is 
always some element within his own psyche which drives him. 
The cause of this element, what brought it into being and what 
maintained its activity, is the real problem to be faced before 
we can understand the cause of the illness. 

In other words we must ask the question: “What impelled 
this man to drive himself so that life became such a perpetual 
strain and effort that nature could not bear it and breakdown 
sooner or later was the inevitable result?” The whole interest of 
the subject Hes here. 

drives him to it? Why cannot he leave nature alone to 
o low its^ own bent? Its own bent would include at least sufii- 
cient periods of relaxation to ensmre the maintenance of health, 
t IS ound that this he cannot do. He cannot relax. He must 

go on nving himself not to safety and security but to inevitable 
breakdown. 

, is his illness. It is the cause of this cause which 
the detailed investigation of every case wiU reveal to us. 

verwor is merely a symptom or manifestation, like the 
^Y^ptoms of the illness, of a cause or complex which lies 
co^aled in the unconscious mind of the victim. 

sexiial^t^^ + °n of fifteen, his developing 

This w^ m towards some primitive expression. 

daneerou<; "with the realities of the economically 

wasSlf Pl^«d him that it 

in adolescenc” anxiety than is normally the case 

mind burned. His 

-th S>'“mLrTn 

transferred all hie /ynvi / -r * ^ ^ sense he over-dealt \vith it. He 
world around. its sexual source on to the apparently real 

foMulScirbm' “d shelter not only 

the reaUty’siS" ittS'eno^®"”"® 

Reality was indeed only a peg upon which he could hang his 
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anxiety emanating from sexual unconscious sources. Therefore 
he us^d these realities in which to work out the unconscious 
patterns of compulsion, conflict and anxiety. In short, he 
expressed his sexual pattern not as sexuality, but as business 
creativity. 

It was a grand sublimation. At least it was an attempt at a 
grand sublimation. The only trouble was that its roots ^vcre 
ignored. 

We cannot successfully fight an enemy by boxing ^vith his 
shadow. In this case the sexual impulse was the real “enemy” 
and the shadow was the reality on to which he projected it. 
Thus he obtained his thrill not by romance, love or sex and the 
form of creation which nature had designed, but only by 
creating substitute or symbolical forms of the same thing in the 
material world of business and economics. 

Nature is not to be put off by such subterfuges. He may 
delude himself, but Nature is not satisfied. Houever big the 
business e.\pansion there is never complete satisfaction, or even 
adequate relief from nervous tension, such as Nature obtains 
on her lower plane in the form of orgasm. Therefore sooner or 
later the giant strikes back. 

The compulsion is common both to the instinct and to its 
substitute form, the work or sublimation. The presence of this 
compulsive quality gives us a clue that they both spring from 
the same source, and that the sublimation is more a defence 
against the instinct than a true sublimation of it Tiic sequel 
is also sooner or later inc\itablc. On the sexual plane it is 
orgasm, on the sublimated plane it is the same thing in another 
form, namely “nervous breakdown”. 

Thus wc sec that ovenvork is the tumescent phase of the com- 
pulsion and nervous breakdown is its dctumcsccnt phase. 

A^afurc has so constructed as that the ituchiifTg-ap cf es cr- 
incrcasing sexual tension has its sequel, almost as if by s> phon- 
action, in an inevitable and precipitate unbuilding. 

If wc insist upon acting out this scxu.il p.i»cni cxclunvel) 
in a mcnt.al or non-scxual manner, our construction, building- 
up or tumescence will h.i% c its sequel, not in sexu.il orgaim, but 
in dcsiniclion, war or ncrxous breakdown. 

Therefore I said to this p.iticnt: “Vour hTc isill l>e more work 
and more collapse . . . unless )ou cease to fight the giant . . . 
unless >ou rc.i{iie that lie »i yourself, your euentt.sl t-Jf ihr 
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source of all your strength and the father of your children-to- 
be.” 

In the case ^vhich follows, tliough it begins with a similarly 
dramatic symptom, indicating a relationship Avith the preceding 
case, the psychopatholog)' will be carried to a somewhat deeper 
level. 



CHAPTER X 


HYSTERIA 

‘ This is f^siena; to dramatise the conjlicls, if possible directly in Ike 
appropriate bodily organ^ or as a next best iking in some portion of the 
body which takes on the symbolical significance of this organ. That is 
why the Greeks named it 'Hyslerid* — literally ‘a wandering womb'." 

P^ajor Hysteria'. The well-known woman Parliamentarian and 
social reformer lay unconscious in thepatlj way outside her hotel. 
She had been ailing for several weeks and had come to this 
place to regain her health and, secretly, to obtain some peace 
from the intrusions of various turbulent members of her family. 

Her hope had been in vain, for they had all individually and 
collectively followed her down there. The rows and quarrels 
from which she fled had also followed her. Her last memory 
before the collapse was that of her younger son having a 
shouting quarrel Nvith the young woman whom she had 
befriended and taken with her as companion. She was tr>ang 
to rest in the room upstairs wliilc their raised voices assailed her. 

Her husband had arrived and joined in (he quarrel. Now he 
and her son had gone to the station. She had come as far as the 
front door to sec them off. The son, still in a temper, had left 
her with an angry remark. 

They disappeared round the bend. That was all she knew. 
Now she could remember she had had a strange sensation of 
losing the power of her legs . . . and then . . . nothing. 

She awoke in a nursing home with no less than three cJocton 
leaning over her bedside. She was conscious merely of agoniung 
pains, pains that twisted her abdomen into knots and ran donn 
both her legs— colicky feelings, tssitchings and achings. More- 
over these did not improve. Other doctors were ronsulletl. A 
specialist from London was sent for. 

by this time an idea had arisen in the mind of at least one of 
her metliral attendants that ihU patient’s sjmptoms fltte<! into 
no orthodox medical catcgor>'. ife suspected functional <li«- 
mrb.ancc, hut the problem was Itow to conve)* thii sutpfe/on to 

1 
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such an important and intellectually dominating woman, or 
to find a way of “shaking her out of it”. 

This doctor figured it out that it required some eminent 
member of the profession who would be in a sufficiently strong 
position to come and practise the traditional face-slapping or 
jug-of-cold-water type of treatment, and by the virtue of his 
eminence get away with it. Accordingly, he sent for his selected 
neurologist. 

The lady told me subsequently; “When this man arrived I 
took an instant dislike to him. He was too well-dressed. His tie, 
handkerchief and socks matched too well. I hated his monocle, 
his coUar, his tie, his face and everything that was his. And I 
think he hated me too. 

“Anyhow he took a book from the shelf and hit me on the 
back of the neck with it. I screamed and got much worse. Now 
I come to think of it, it makes my blood boil. I fancy a htde 
more, and I might have forgotten my paralysed legs and got 
up and torn him to pieces. It was either that or getting much 
worse, and I chose the latter. 


My husband came down and fussed around the nursing 
home and played the role of the devoted husband, but I could 
see that~he was more devoted to the nurses than to me. He 
thoroughly enjoyed himself. I could have told them some things 
^but I w^ too near dying, or crazy, or both. Anyhow, it was 
finally decided that I would die if I remained in the nursing 
h(^e, and so I was removed to a large flat at a seaside resort 
which a fiiend placed at my disposal. 

^ There I had a fiery Ulsterman for a doctor. The agonising 
pains were still in my legs, and I was still raving instead of 
s eeping. He told my housekeeper that he had the very thing. I 
was given an injection. He was called that same night because 
they thought I was dying. ^ 

In the flat Jove a party was going on. The radiogram was 
bl^ng away. They had a number of guests including saffors. 
ere was^ ancing. The doctor looked at me, his dying patient, 

Tv d^hed upstairs to stop 

refused. I heard the raised voices and then the 
noise of a scuffle or fight. 

but^ I tmies. They all thought I was unconscious, 

Should idea that 1 

should get out of bed and take the doctor’s part.” 



CHAP, j: hysteria lag 

Here I could not resist the intcijcction: ‘*0h no, _you were 
alreadj playing your own part very well indeed^'' 

"Presently the doctor was back in the room spluttering ^sr^th 
rage. He telephoned the police station. But the radiogram did 
not stop until the police arrived and turned it off themselvK. 
They placed the entire household and visitors, twenty-five 
people in all, under arrest. The doctor went off still spluttering, 
and two policemen stayed all night in the passage outside my 
room. 

“In the morning there was more excitement, for a group of 
the guests tried to make a get-a^vay. They started up a car at 
the back and nearly did the trick, only t\vo police jumped on 
the running-board. I could not resist sticking my head out of 
the window at this, but it did not matter for at the moment 
everybody’s attention was distracted. 

"They were all lined up at the police station and all fined. 
There was a great deal of hysteria. Several of the girls cried 
and said they were sorry, while other people said thc>' ^verc 
glad." 

Analyst: '*Tou had engineered a masterpiece** 

"To tell you the truth, doctor, it was very reminiscent of 
those scenes that used to occur when I was a child at home But 
I had never thought that I was going to be the victim of them 
after all those years of relative tranquillity. I never thought 
that when my sons grew up we would hav'c .all this lipteria in 
the house again. 

“And then that wretched girl. People had told me she was 
no good, but I still would persist in luaving faith in her and 
tiying to get her to make a success of her life as I had made .1 
success of mine, or thought I had. But she showed her true 
chameter when I got ill, for she went to London and left me 
to it. 

"Anyhow, a lot of people stuck to me and had quite a good 
time, "nicrc were all the doctors and nunes and night nurses, 
and my Inisband, whom I bad seen nothing of for ten >c.nn, 
running around and enjoying themselves. U seemed that now 
I was doun this is what my husband had aboys vsanted, and 
he was up with a vcnge.incc. 

"Now I come to think of it, that is why I turned from him, 
bec.ausc Ijc v»as cverkaslingly down, me and 

my bojs. I livctl with him for the bo\*i’ sale, only to find ten 



128 


CLINICAL PSYCHOLOGY 


SECT, in 


such an important and intellectually dominating woman, or 
to find a way of “shaking her out of it”. 

This doctor figured it out that it required some eminent 
member of the profession who would be in a sufiiciently strong 
position to come and practise the traditional face-slapping or 
jug-of-cold-water type of treatment, and by the virtue of his 
eminence get away with it. Accordingly, he sent for his selected 
neurologist. 

The lady told me subsequently: “When this man arrived I 
took an instant dislike to him. He was too well-dressed. His tie, 
handkerchief and socks matched too well. I hated his monocle, 
his collar, his tie, his face and everything that was his. And I 
think he hated me too. 

“Anyhow he took a book from the shelf and hit me on the 
back of the neck with it. I screamed and got much worse. Now 
I come to think of it, it makes my blood boil. I fancy a Htde 
more, and I might have forgotten my paralysed legs and got 
up and tom him to pieces. It was either that or getting much 
worse, and I chose the latter. 


My husband came down and fussed around the nursing 
home and played the role of the devoted husband, but I could 
see thatTie was more devoted to the nurses than to me. He 
thoroughly enjoyed himself. I could have told them some things 
—but I w^ too near dying, or crazy, or both. Anyhow, it was 
nally decided that I would die if I remained in the nursing 
<OTe, and so I was removed to a large flat at a seaside resort 
wluch a friend placed at my disposal. 

^ There I had a fiery Ulsterman for a doctor. The agonising 
pains were stiU in my legs, and I was still raving instead of 
s eeping. e told my housekeeper that he had the very thing. I 
was given an injection. He was called that same night because 
they thought I was dying. 

“In the flat ^ove a party was going on. The radiogram was 

ring away, hey had a number of guests including sailors. 

doctor looked at me, his dying patient, 

"“c must stop.’ He dashed upstaira to stop 

nohe of a I m ^ ™mes and then the 

noise ot a scuffle or fight. 

but I h^ar^^ thought I was unconscious, 

should aeront ofS" ^"®/"? *■= Mea that f 

Should get out of bed and take the doctor’s part.” 
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Here I could not resist the integection: “OA no, you were 
already playing your own part very well indeedP’ 

“Presently the doctor was bade in the room spluttering tvith 
rage. He telephoned the police station. But the radiogram did 
not stop until the jjolice arrived and turned it off themselves. 
They placed the entire household and visitors, t^venty•fivc 
people in all, under arrest. The doctor went off still spluttering, 
and two policemen stayed all night in the passage outside my 
room. 

“In the morning there was more c.xdtcment, for a group of 
the guests tried to make a get-away. They started up a car at 
the back and nearly did the trick, only two police jumped on 
the running-board. I could not resist sticking my head out of 
the window at this, but it did not matter for at the moment 
everybody’s attention was distracted. 

“They were alMincd up at the police station and all fined. 
There was a great deal of hysteria. Several of the girls cried 
and said they were sorry, while other people said they were 
glad.” 

Analyst: “ 2 o« had engineered a masterpieee'' 

“To tell you the truth, doctor, it was very reminiscent of 
those scenes that used to occur when I was a child at home. But 
I had never thought that I was going to be the ricilm of them 
after all those years of relative tranquillity. I never thought 
that >v}icn my sons grew up wc would have .all this h>'stcria in 
the house again. 

“And then that \vTctched girl. People had told me she was 
no good, but I still would persist in h.ivjng faith in her and 
tiying to get her to make a success of her life as I had made a 
success of mine, or thought I h.id. But she shoued her true 
character when I got ill, for she went to London and left me 
to it. 

“Anyhow, a lot of people stuck to me and had quite a goo<I 
time. There were all the doctors .and nuncs .and night nurses, 
and my husband, whom I had seen nothing of for ten )-cars, 
running .around and enjojing themselves. It sccmetl lliat now 
I was down this is what my husband h.id nlwa>*s svanted, and 
)je »^■al up si-itb a vengeance. 

"Now I come to think of it, that h s%hy I turnc<l from him, 
bcc.'iusc lie w.Ts c^c^I.•l5l5ngly trying to get me dosvn, me and 
my boys. I Jived srith him for the bop* sake, only to find fen 



SECT. Ill 


130 CLINICAL PSYCHOLOGY 

years later that these same boys, having grown up, were like 
their blessed father — all determined to go for me and bully me. 

“I was too strong a personality for their liking, none of them 
could stand it. It is a tragedy to be a ‘clever’ woman. Other 
women resent it and men dislike it, and of course I have not 
even the consolation of being clever. I am just different from the 
others — ^brought up in poverty, half starved, with hysteria all 
around me, my mother quarrelling with my father, my father 
getting drunk, no money in the house, my despicable sister 
having all her uncontrolled emotional affairs. 

“Somebody had to pull themselves together. I did it. I made 
a success of my life. I supported the lot, the worthless lot of 
them, and did they love me for it? No. People only love those 
whom they help. They hate people who help them. 

“Evidently I did not learn my lesson. I married a helpless 
fool of a man who resented the fact that he was intellectually 
and economically dependent upon me. My children were 
necessarily dependent upon me, and they were the only people 
who did not resent the fact, that is to say when they were young. 

“But with their growth to manhood my two sons also seem 
to have turned upon me, especially the younger one. I simply 
cannot understand it. Perhaps it is that I just cannot bear it. 
And so now I have been in the hands of the doctors for a year 
and nine months. They at least have fussed around me and tried 
to make me better instead of trying all the time to knock me 
down, as everyone else has done. 

“However, it seems that those who tried to knock me down 
have at last succeeded, and all the efforts of the doctors have 
been in vain. I cannot tell you all the things they have tried to 
help me. I have had hundreds of different examinations. 
X-rays and blood tests, and stuff taken from my backbone — 
spinal fluid they called it — a horrible experience. And then, in 
that second nursing home, they operated upon me. 

Notliing has been any good. And so at last, contrary to 
their advice and in spite of all their warnings, or perhaps 
because of them, I have come to a psychologist. Every doctor 
lias told me that tliat %vould be fatal in my case. Anyhow, here 
I am. Perhaps I want it to be fatal.” 

It appears that the patient’s anxiety was well founded, and 
that “ all the doctors” were in a sense right, for the patient had 
not attended many sessions before she did become ver>' much 
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worse. She telephoned to say it was quite impossible for her 
to attend her next session as the pains in her legs had become 
intolerable and she could no longer struggle out to a taxi. 

I replied: **WeU, tn ihai case crawl out, but come^ou must bj> hook 
or by croak'’' 

She came. She flung herself about, refusing for a long time to 
recline on the settee. Finally, when she did relax, I asked her to 
describe those intolerable pains in her legs. 

She said: “It feels just as though they were being torn away.” 

I said to her; “A'bo/ what is your association of thought to that 
idea?" 

Her reply was astonishing. She said: “I think of my two sons 
in the Far East. For all I know they may be wounded and 
sufiering,” 

Analyst; *'Tour legs are suffering." 

The patient went on; “I have always felt other people’s pains 
and troubles to an astonishing degree. IVJien I read of any 
tragedy I feel as though it is at that moment happening to me. 

I feel it as though it is absolutely real. I have only to read of a 
murder and I actually experience the sensation of the knife or 
whatever it was. 

“All the suffering that people endure I feci is my own 
sufiering, that is why I became a social reformer and devoted 
all my energy to remedying that whicli I m)’sclf could not 
endure. I had it all in my home life, and though I have socially 
and economically avoided it, I have not really escaped it at 
all. It is still vrilh me, within my vcr>’ inside, 

“Nobody can understand these things. I can. Perhaps I do 
more than understand; I experience them, I feel them. I feel 
everybody’s pain. I cannot pass a butcher’s shop because I feel 
mjsWfWic tlfc meat hanging in his ui/tdow. Jtisjusi me. 

“And then these doctors come along and give me things to 
prevent me from being me, with the result I am vs-orse, craricr 
than ever 1 was; but however crazy I am, I am not as crazy av 
they arc. I know what they arc chinking and wh.it (hey arc 
feeling. I can sense their anxiety bdbre they' get it thcmvclvcs, 
and on top of it all I feel it i» because they h.ivc failed utterly 
to understand. 

“Of course, I would not correct them— not for anything. 
They would not understand. I would just as soon tell niv 
hmh.ind. Put all this clcvcmcs* of mine does not help me lu 
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get rid of the pain in my legs. How can I get rid of that?” 

Analyst: ‘Let me be the last to suggest that you should get rid of 
it. However pairful the association with your sons may be, it is prefer- 
ahle to have some association with them than to be rid of them.^^ 

She went on to say: "That younger boy had been giving me 
a lot of trouble. I cannot understand what could have possessed 
him. He showed me a photo of his girl. I praised it, said how 
sweet she looked, and so on, and then, suddenly, he snatched 
it from me, tore it up and threw it away, raved at me, and left 
the room, slamming the door behind him.” 

Analyst. Instead of praising it you should have torn it up and 
slammed the door on him. You are his only girlfriend. What is the 
rrmtter with him is that he is sexually frustrated on that very account, 
ihat IS why he is constantly attacking you.’^ 

I^TiENT. He calls it ‘plastering’ me. I never before heard 
sue a vu gar phrase. Little did I think that I would get such 
^eatoent from this son. And not only from him but from his 
brother also, though he is the worst. And that fool husband of 
^ne IS no use in protecting me from it. How my legs ache! 
Most women would call it a heartache, but with me it is my 

tS'illnSs off before I am finished with 


1 went from bad to worse. At the next session it was no 

of picture. Something 
in ^Ppened. She now had the most excruciating pains 

sur^eon^ condition for wifich the 

surgeons had previously operated upon her. 

In fact l^orself up and rolling about on the settee, 

of scenes I Pos^rings were to me faintly reminiscent 

student I harl during those weeks when, as a senior 

T j ^ worked at what is called "The District”. 

performLce"^ leaning forward to watch carefully this 

^ something occurred to me. I said:' 
M does this pain in your stomach remind you ofr 

of her whenThe directness which was characteristic 

"er ^nen ^she spoke the truth: "Childbirth ” 

A.valyL-?iS ^ exactly the same.” 

experience this painY’ 


, 4.1, CAcli. 

■ last experience this pain?'’ 

AKALvsi:'-o/c»frj’’Z i"' 

this nervous illne}s." " ^eant more recently in the course of 

\ 
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Patient: “Oh, that was a few days before I collapsed. It 
was in the garden of that country house. My son had been 
going for me as usual. He said the most horrible things, walking 
beside me and raving like a madman. What it ^vas all about 
goodness knows! 

“Of course^ I had insisted that he should obey his country's 
call, should not try to get out of service abroad, which his 
father could have got him out of. They had both gone for me 
and said I was inhuman, a monster and so on. I think on this 
occasion he had said his blood would be upon my head. 

“He was about to leave the country tvith his brigade. He 
shouted at me and rushed off saying he hoped he would never 
see me again. I was alone. ... I looked up and saw the tops of 
the trees outlined against the darkening sky. It was summer and 
approaching blackout time. At the same moment I got this 
awful pain in the lower part of my stomach “ 

(Silence,) 

Analyst: **What isyour association of thought^'* 

Patient: “I was thinking as I thought then— a similar 
scene twenty years ago, I was similarly disturbed emotionally. 

I had been walking up and down my room all night. I had 
been told not to send for the doctor before it became really 
necessary. I had been having periodic pains in llic lower part 
of my stomach throughout tlic night. They were getting worse. 

“I looked out of tlic window and saw the tops of the trees 
against the lightening sky. On that occasion it was dawn, not 
sunset. The pains grew worse, and I remembered no more. 
The baby — that same baby that had been raving at me— was 
bom before the doctor had lime to arriv c. 

“But now I liavc passed my menopause. Wiat arc these 
pains that arc going on inside me now?" 

Analyst: “/ expect _you art again gtUing rid of the brat Perhaps 
it is about time! IVitk all _)Our consdous-lecel ideals of making him 
independent of jou, you and he both feel that you hare kepi him tnfhin 
your tiomb ever since. }<ju had best turn him out f rally end let him hare 
his freedom for heller or for icorsrP 

The ^^ORt ^\as not >et over. At the nc.xt session the patient 
complained bitterly that these pains, these childbirth painr, 
had nc\cr left her. The)’ h.id kept her .issakc and in .agony for 
tuo d.?}? and two nightj. 

S}ic aaidJ “Can’i jwj gist me a ^rdatisc, doctor, or an 
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anaesthetic, or put me to sleep in a nursing home, or something 
like the other doctors did? I simply cannot bear this going on 

as it is.” _ . . 

Analyst: “Tou appreciate, or I hope you appreciate, that it is 
nothing more or less than childbirth — and a phantom baby at that. It is 
nature at work and cannot do you any serious harmi'' 

“But it is most terrifying.” 

Analyst: '''"What is terrifying?” 

“At any time it may develop into that terrible state of frenzy 
which I had in my previous attack.” 

Analyst: '‘'‘Frenzy, what do you mean?” 

“Well, when I cannot bear this pain any longer, as at my 
first breakdown, I go perfectly crazy. I just cannot bear it. I 
scream the place down and I throw myself about in an utterly 
uncontrolled manner, I really do not know what I am doing. I 
fling myself and everything about. It is most dangerous.” 

Analyst: "What is the association of thought to this uncontrollable 
frenzy?” 

(After a moment’s hesitation.) “That was when the cliild ^vas 
actually being bom. I never had an anaesthetic. At that moment 
I lost my senses and flung about hysterically, screaming and 
frantic.” 

Analyst: "Well, in that case the sooner you have the frenzy and get 
the birth over the better; the sooner you will be restored to health. What 
is delaying you so?” 

“Why, I could not do a thing like that. It would be most 
undignified, disgraceful, I have some appearance to keep up. 
Whatever would my housekeeper and the neighbours think of 
me?” 

Analyst: "Well, you know they are a lot of fools, anyhow. What 
does it matter what they think of you? Give birth to your child and be 
done with it. Have it now, here, on this settee,” 

This was a new and perhaps intriguing idea for the patient. 
Unfortunately, the time at our disposed was inadequate for 
childbirth. The clock stmck, and I showed her to the door, 
frenzy and all. But ere the clock had struck the next hour her 
housekeeper was interrupting my subsequent session on the 
telephone, saving: “What shall I do about my lady? She is 
screaming the place down and the neighbours will not stand it.” 

I replied on the telephone: "Dor?t worry about the neighbours, it 
will soon be all right.” 
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An hour later the birth had not yet been completed. I spoke 
to the patient on the telephone. I said to her; 

At jour actual childbirth, hoivever much jou may have dreaded and 
tried to hold back thejinal emergence of the baby, nature was loo strong 
for you and brought it about so that it was all over within a short time. 
But in the case of this phantom baby your resistance is proving more 
successful. Tou are holding back the climax. You are refusing to let 
nature take its course. 

""My advice to you is simply to relax and let it all take place. There 
will be no real danger — eefcn tn ike absence of the doctor tn this case. It 
Will be interesting to come tomorrow and to deal with the psychological 
aftermath of this phantom labour. Do come. We will enjoy t/.” 

Psychopathology. She did not come. Nature, or her addic- 
tion to nature, proved stronger than the claims of psycho- 
analysis. 

This patient was one of a family uhose id drives vs ere 
generally too strong for ego control. Most of its members flung 
their impulses and emotions around to the detriment of reality 
adjustment. In her case the behaviour had, at least until 
recently, been different. She had confined iicr id drives to 
phantasies of social improv'cmcnt, and not without a consider- 
able practical application of the phantasies. Hitherto slie had 
successfully suppressed ihcir superabundance, while at the same 
time she had firmed excellent rcahty adjustments. 

On reflection it seems that more of these id impubes tli.^n 
she was aware of had been absorbed within her marital life, 
and in the course of the physiological activities of conception, 
childbirth and motherhood. But this v\as all very long ago. No 
doubt the struggle to keep their superabundance supprcsscti 
was becoming progressively harder. The psychological task had 
been rendered even more difficult, impossibly thfficult, by the 
fact that for several years she had ceased to cohabit v\ith her 
husband. 

Not only uas the id no longer being saibfictl by the physio- 
logical activities of reproduction, but also it had long since 
ceased to achieve a reduction of tension through the ortlimo* 
processes of scxu.al gratificaiion. Ph.an!asics anti suhlim.atctl 
activities remained. 

Her cntJiusiasm for social reform and rimily intercui Ind 
absorbed just sufficjen! of these tendons to exclude ssmptom- 
formation, but non vrilli the evident failure of the abwirjition 
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of her affections within her family these sublimated structures 
were proving a forlorn compensation. They were ceasing to 
gratify. 

At the same time, the very child to whom she had hoped to 
attach them was flinging them back in her face. She had, as it 
were, to eat her own words — ^more than that — to swallow her 
own emotions and her own chagrin. The internal disturbance 
proved too much for her ego control. It proved too much 
because this control already had as hard a struggle as it could 
endure. 

If we could look deeply into her psycho-physiological 
structure, we would see that this was a woman whose body- 
mind could only be satisfied while it was absorbed in its dynamic 
psycho-physiological purpose. One of the most striking things 
she said was this: “The period of my life when I have been most 
contented, indeed the only time that I have been fully con- 
tented, was when I was actually pregnant. I never wanted to 
give birth to the baby. It almost seems to me that I wanted to 
keep it inside me for ever. I felt full and satisfied while I was 
carrying it, and the larger it grew the more contented I became. 
It seems that that was the only satisfactory state for me.” 

_ Now if she is suddenly deprived of her compensatory satisfac- 
tions, however relatively slight these may be, this woman’s id 
reverts ac to the one period of her life which was not merely 
compensatory, but which was adequacy itself. She again goes 
back by means of a pseudo-physiological performance to con- 
sole herself, to satisfy herself, with the condition of fullness, 
indeed, her case Wstory suggests that she had never really been 
free from this fullness. She had carried it within her womb 
ever since the birth of her last baby. 

I cannot trace outward manifestations of this carrying of the 

but there is evidence that 
f ™ uncertain manner. He wanted and 

femilv cIrHe 'urth to keep him within the 

"’I I P^i-'hological womb. He could not 

and h?r need before his 

d her need for this unconscious “incestuous” intimacy 

respST tw' her. Her womb 

the world It had r i 5 ‘^^bryo out into 

ine world. It had kicked a little too hard. But there was nn 

sansfacon m th.s pseudo-labour. Everything asst'^^h 
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it was agonising. She felt the agony in the appropriate place — 
her womb. 

The one thing she could not bring herself to do was to permit 
the process to complete itself. She could not permit the final act 
of childbirth. The conflict wthin her centred about this original 
maternal function. Part of her strained to eject the intolerable 
discomfort, and part of her held back the expulsion. 

There was a state of womb colic. The doctors could not 
understand it. They deal wth signs of pregnancy, not phantasies 
of childbirth. She could understand it, but she did not want to. 
It was a more emotionally gratifying situation to experience it. 

This is hysteria,* to dramatise the conflicts, if possible dircedy 
in the appropriate bodily organ, or as a next best thing in some 
portion of (he body which takes on the symbolical significance 
of this organ. That is why the Greeks named it “Hy'stcria” — 
literally “a wandering womb”. The pains in her legs, repre- 
senting her two sons, were an instance of the latter process. It 
felt as though they were being “lorn away from her”. But this, 
her last bom, was being extruded from her womb and at the 
same time held back within it. The process continues 

At this dramatic point we must leave the patient for the time 
being. I hope that I shall find a subsequent opportunity for 
depicting the future of her illness. 

Nevertheless, I must point out to die doubting Thomases 
(the men rather than the women) that the experienced psycho- 
logist has no doubts about the ulUniatc efficacy of die psyclio- 
logical mctjiod. Those who base their conclusions purely upon 
the superficial appearance of things without any insight into 
the deeper causative forces must conclude that an.ilysis has, at 
least up to this stage^ reawakened the sleeping dogs of her 
disorder and obriously made the patient wone. 

It is, I suppose, on account of such experiences tljat so many 
doctors tell their patients, “Wwtc\cr you do, don't go to a 
psychologist. You \s-iU become much xs-onc if you do.” 

TIic simple truth is that the “badness”, djc id, is alrc-idy 
there in any case, and the fact that the patient has symptoms, 
dormant or ob%ious, is a dear indication that the forces and 
phantasies responsible for these symptoms .ire pressing for 
freedom— hJee an abscess or carbuncle oozing out ofthe cnc.nini: 
skin and tissues. 
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What ’surgeon seeing such a condition would say, “For 
heaven’s sake let sleeping dogs lie! If the pus is not visible let 
us pretend that the abscess is not there”? 

Yet when the “abscess” is a mental one this is precisely what 
they do say. It is so much easier for them to shut their eyes to 
the pressm-e of mental “abscesses”. 

The psychologist is one who has had his eyes opened. He 
knows that the apparent disturbance, the worsening of the con- 
dition in the throes of treatment, is an inevitable prelude to at 
least a betterment of the ultimate condition of the patient. 

The more pus that comes out of that abscess, no matter what 
emotions and anxieties its emergence may cause, the better the 
ultimate condition of the tissues from which it has emerged. 

Therefore he does not worry while the patient and all the 
doctors rave, or even while they try with drugs and what-not 
to stem the flow. He knows that the pressure of nature is 
stronger than patients and doctors combined. They may retard 
it and thereby prolong the patient’s incapacity, but dam it up 
permanently they cannot. 

^ Nature ■VNdll go on. She will continue to live. She will con- 
tinue to produce her babies with or without our conventional 
acquiescence. 


Hrace I have no regrets at having again stirred up the forces 
w 1 C on^nally precipitated this patient’s first breakdown some 
years ap She had never successfully dealt with them. Through- 
om t s ong period she had been at least semi-invaHded. 

P^^ssing to come out of her had been partly 
pressed back. There has been no solution of the conflict one 

Z7rr.Z . because the position 

seemed to be illness in perpetuum. 

cTZZtl ^ brought the struggle up again to the 

it drama of it, the emotions of 

this dlfFpVp of the whole thing in its entirety. But with 

and unde^t^^’rl -^^^ ^ promise of full insight 

understanding. The vividness of the whole thine made it 

Lrse tie 

me matter one way or the other. 

in tW,' resolution she will have in the meantime. 

at least a Tortm „rth ° °f ^ymptoms, discharged 

tension -I'gree reduced its 



CJIAP. X HYSTERIA igg 

She will be better. Not so well as she would be if she continued 
her treatment and evacuated the whole thing. Nevertheless she 
will be better — better than she has been during the years since 
her first attach. Of course, it may be some little time before 
the partly discharged abscess settles down and heals over the 
remaining pus. 

It will be just long enough for those who put on the soothing, 
healing bandages to be given the credit, and for the surgeon 
who opened the wound to be successfully reviled. This is in- 
evitable until increasing enlightenment shall make mental 
maladies as obvious as surgical ones. 

There is only one word of warning %vhich should be uttered 
in such particularly dramatic cases. The diagnosis of hysteria, 
though it may well exclude the possibility of organic disease, 
does not exclude tlie possibility, nor, indeed, the likelihood, of 
an underlying deeper and more serious mental illness. 

In such cases the outcrop of hysterical symptoms is, if treat- 
ment is continued, often a prelude to the emergence of the 
graver mental disturbance. Nevertheless, one’s experience is 
that a relief of this outer bastion of tension, far from pre- 
cipitating the graver complaint, may act as a successful safei)- 
valvc and save the patient from total mental breakdoNsm. 

Cases exhibiting such very severe h>'stcrical manifestations 
arc not the commonest experience of the ps)choIogist But a 
large number of them have been recorded and a \cr>’ much 
larger number have been completely missed or misunderstood 
by tlic laity and by the medical profession. There is one 
particularly famous case on record: that of Mnr>' Tudor, un- 
justly referred to as “Bloody Marj'”. Her life stor> h.id been 
sufficient to render llic hardiest soul psychoncurotic, and, 
coupled \rith her inheritance, there is small uonclcr that by 
the time she came to the throne she was a more or Jess con- 
firmed mental invalid. In 155}, sriUiin three or four months of 
her marriage, she proclaimed licnclf pregnant and the occasion 
\sas celebrated in the diocese of London. It prmed to l>c .a 
delusion In 155B there is csidcncc th.at she ssas again suffering 
from this delusion. She made a codicil to her uill rescaling th.-it 
slic was chiefly concerned with the d.angcrs of childbirth. 
^Vlthin a fen* month* she died. Tlierc 'vas at no lime any 
csidcncc of pregnanc>‘. It is more likely tint the rrpratrtf 
illnesses from which she suffered were simikar to thme of ihe 
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patient whose case-sheet I have here recorded, and there is no 
doubt also that they similarly confounded a succession of 
doctors. We know too that nervous disturbances can so dis- 
organise physical functioning that they can arrest menstruation 
for as long as nine months of pseudo-cyesis, terminating in 
pseudo-labour, and can even pave the way for death from both 
mental and physical causes. 

In the case of my patient I have every reason to believe that 
whatever psychotic elements may have been present they were 
a very^ small part of the whole, the hysterical mechanisms 
absorbing the vast proportion of her libidinal energy. 

Unfortunately for the extension and completion of this case 
history I was not given the opportunity of tracing the psycho- 
pathology back to the organisation of her hysterical disposition 
at the Oedipus stage of Hbidinal organisation, but we have seen 
from her few references to her childhood, the emotional dis- 
pirbances within her family circle, that there was, apparently 
rom birth to adolescence, a very rich soil for the develop- 
ment of intolerable emotional tensions and abundant infantile 
traumata. No doubt in due course analysis would have revealed 
that her current disturbances, and those of twenty years ago 
j.'y have been associated, are all essentially later 

editions of earher emotional patterns traceable to their origins 
orgotten period of infantile amnesia and revealing early 
ambivalence and acute conflict in her emotional relationship to 
parents and family at this impressionable stage of development. 

^ confident that what httle treatment she has 
_ . ’ ^ very ina equate, will ultimately result in that degree 
of improvement of her previous invahdism. 



CHAPTER XI 


THE BEGINNINGS OF HYPOCHONDRIA 
(SIMULATING GASTRIC ULCER AND SUG- 
GESTING A PRE-ULCEROUS CONDITION 
OF PSYCHOLOGICAL ORIGIN) 

One wonders whether the term hypochondria should be re- 
tained at all in scientific literature, however useful it may 
be as a symptom category in general medicine. Wc have seen 
how tension arising from somatic sources, specifically from 
inadequacy in psychoscxual orgastic relief, can give nse to 
mental tension or anxiety neurosis. We have seen how this 
tension can not only overfiow directly into a variety of somatic 
innervations, but how it can also reactivate unconscious com- 
plexes and repressed Hbldinal fixations. Wc ha\c seen how the 
dynamic energy of this tension can then flow tlirough the 
psychological paths of these repressed constellations and ps> chic 
patterns and overflow into symbolical bodily regions, giving 
rise to symptoms which arc complained of as ph'j'stcal U'c have 
■ seen that with a development of this process the cnergj' can l>c 
more or less diverted from menial channels into ph>sjc3l, so 
that finally, if not initially, the patient ma) be totally unaware 
of any mental stresses, may, in fact, deny these and present 
himself merely uith a simulated ph>-3ical disorder. Esscnluall) 
this is the mechanism in hy’Stcna. 

But often when the process has passed from an> possibility of 
recognition by the patjcnt, or a ichcmcnt denial of it, as a 
mental phenomenon, he may induce Ins doctor, similarly bi.ised 
by virtue ofhis intensis c education along ph>'5ico*cIicmical lines 
VNiili rigorous exclusion of mental phenomena, into a similar 
degree of blindness. Cases whose s)mptom*prescnt.alion is p.ar- 
licularly prone to achieve these ends, arc, when all phpic.il 
inicsiigaiion ceases to reveal results and when all surgical and 
mctUcnl trc.atmcnt fails to achieve any amelioration, finally 
cLassified by the practitioner as li>pochondri.n. 

Thus it will be seen that they* arc oficn really nothing more 
or less than a p.irtiailar form ofbptcria, and cx.inipJe* ofeaicj 
* 4 * 
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manifesting a tendency in this direction, via the mechanism of 
conversion, are included under the heading of The Hysterias. 
It should be added that some hypochondriacal symptoms can, 
and commonly do, arise in almost every variety of nervous and 
mental illness, particularly in involutional melancholia and in 
some cases of schizophrenic and paranoid psychoses. This is 
only to be expected if we regard psychogenic disorders as" having 
a common root in tension or anxiety. 

The following case, though essentially one of hysteria, in- 
troduces us to the method of production of conversion and 
hypochondriacal symptoms, and the case after that (Chapter 
XII) shows us some of these symptoms in a more developed 
condition. 


The other day I was consulted by an exceptionally brilliant 
medical student; a Viennese. He began by telling me that he 
had no faith whatsoever in psychology. 

He was in great distress. He had even been thinking of suicide. 
It was because he was suffering from an acute gastric ulcer, and 
had now lost so much weight that he felt he had not long to live. 

In the last six months I have become a skeleton; and after 
everything I eat, even milk, I have this terrible pain. It is, I am 
convinced, an acute ulcer. There is no imagination and no 
psychology in it.” 


I ^id to ^m. Then why have you come to consult me: a 
psychologist? 

'vho, on his deathbed, 
ked them to bring him a cross that he might kiss it. When 

^ have such a desire, he 

tViino- ' " +!.• ^ Stone unturned? There may be some- 
thing in this too!” ^ 


specialists in organic diseases without 

this nnnqpn I have now come to kiss the cross of 

mis nonsense!” said the patient. 

wi ':°"sultation began, and this 

dissembhns- thp f yP°^ which it continued. Despite much 

He 

(CT , 1 , ^ man of very great enerev 

whenei°erkstoDs— th ^ health, but 

of suicide. My father’s Whe^ health— I immediately think 

> amer s brother committed suicide, also my only 
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brother. And my father died of gastric ulcer. 

“I must confess that I have always had ^vor^y, and that I 
have always been preoccupied wth sex. Sex has never been a 
pleasure. It was never a free thing, that is free from ^vorry, I 
always had fear, fear and fear. There is the fear of impregnating 
the girl, and then, if I did not have that, there was the fear of 
venereal disease. Even, apart from both these, there was the fear 
that the girl would catch me somehosv, and I \vould liavc to 
marry her. 

“I am telling you this as I shall have to tell you that sex 
worries have nothing to do with my illness, A year before my 
illness started I seemed to have solved tliis problem. I had found 
a girl with whom I had practically none of these anxieties, 
except perhaps a little of the last one. And that six montJis had 
been the best period of my life.” 

Analyst; *'And this Iasi six month has been the zvorst^" 

*Tt most certainly has. Seeing you is the last resort. I had 
said to myself; *I will put off the suicide for a few montlis until 
I give this a chance.’ ” 

Analyst: six of the best months of jour life, and then six 

of the worst! Tou should soon be back to normal again*' 

Ignoring my remark, lie continued: 

“But my trouble has nothing to do ivith sc.xl I am telling )ou 
this, tliat I Iiad practically solved my sex problem better than 
ever before, before this trouble bcg.in, in order that you will 
not make the mistake of thinking it has to do with sex. On the 
contrary, when I had this girl friend I Imd practically no sexual 
w'orrics. I was cocky and independent.” 

Analyst: "Tou zvere 'cocky. Tou are quite right uhenjou say this 
trouble is not sex. It is the opposite. It w castration." 

“Nonsense!” 

Tlic story which I cxcntuafly elicited from the fragmentaty 
utterances of this p.aticnt w.as as follows: 

Tor several monllis he Iiad !>ccn indulging in regular sc-xual 
rcl.ations with this young woman friend. On a Friday she hat) 
left him to join one of the women’s servaecs On the S.itunl.iy, 
the d.ay .after her dep.arturc, he had an acute irritaiion of iJie 
skin. He decided he must have scabies (the itch) and he w.ts in 
.1 grc.at state of .anxiety ih.at he must h.ivc given it to t!»c >ount: 
woman, who would spread it throughout the camp It h-sd 
nc.irly re.icJ)cd the magnitude of a nation.nl diiwter! 
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manifesting a tendency in this direction, via the mechanism of 
conversion, are included under the heading of The Hysterias. 
It should be added that some hypochondriacal symptoms can, 
and commonly do, arise in almost every variety of nervous and 
mental illness, particularly in involutional melanchoha and in 
some cases of schizophrenic and paranoid psychoses. This is 
only to be expected if we regard psychogenic disorders as" having 
a common root in tension or anxiety. 

The following case, though essentially one of hysteria, in- 
troduces us to the method of production of conversion and 
hypochondriacal symptoms, and the case after that (Chapter 
XII). shows us some of these symptoms in a more developed 
condition. 


The other day I was consulted by an exceptionally brilliant 
medical student; a Viennese. He began by telling me that he 
had no faith whatsoever in psychology. 

He was in great distress. He had even been thinking of suicide. 
It was because he was suffering from an acute gastric ulcer, and 
had now lost so much weight that he felt he had not long to live. 

n the last six months I have become a skeleton; and after 
everything I eat, even milk, I have this terrible pain. It is, I am 

convinced, an acute ulcer. There is no imagination and no 
psychology in it.” 

I said to him: Then why have you come to consult me: a 
psychologist?” 

story of the rabbi who, on his deathbed, 
asked them to bring him a cross that he might kiss it. When 

^ rabbi, should have such a desire, he 

, P ^ eave any stone unturned? There may be some- 

thing in this too!” 


tried all the specialists in organic diseases without 

tVn’c n ^ suppose I have now come to kiss the cross of 
this nonsense!” said the patient. 

which our consultation began, and this 

disscmbW d ^ r n continued. Despite much 

He had f 1 ° coherent story eventually emerged. 

He had always been a man of very great energy. 

whcncveVirSDs— th ^ g°od health, but 

of suicide Mv the health — I immediately think 

suicide. My father’s brother committed suicide, also my only 
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brother. And my father died of gastric ulcer. 

“I must confess that I have alwa>^ had worry, and that I 
have always been preoccupied with sex. Sex has never been a 
pleasure. It was never a free thing, that is free from worry. I 
always had fear, fear and fear. There is the fear of impregnating 
the girl, and then, if I did not have that, there ivas the fear of 
venereal disease. Even, apart from both these, there was the fear 
that the girl would catch me somehow, and I would have to 
marry her. 

“I am telling you this as I shall have to tell you that sex 
worries have nothing to do with my illness. A year before my 
illness started I seemed to have solved this problem. I had found 
a girl wth whom I had practically none of these anxieties, 
except perhaps a little of the last one. And that six months had 
been the best period of my life.” 

Analyst: **And this last six months has teen the worst’’* 

“It most certainly has. Seeing you is the last resort I had 
said to myself: ‘I will put off the suicide for a few months until 
I give this a chance.* ” 

Analyst: “Well, six of the best months of your life, and then six 
of the worst! Ton should soon be back to normal again." 

Ignoring my remark, he continued: 

“But my trouble has nothing to do with sex! I am telling you 
this, that I had practically solved my sex problem better than 
ever before, before this trouble began, in order that you will 
not make the mistake of thinking it has to do with sex. On the 
contrary, when I had this girl friend I had practically no sexual 
worries. I was cocky and independent.’* 

Analyst; “Tou were 'cocky*. Tou are quite right when you say this 
trouble is not sex. It is the opposite. It ts castration." 

“Nonsense!” 

The story which I eventually elicited from the fragmentary 
utterances of this patient was as follows: 

For several months he had been indulging in regular sexual 
relations ivith this young woman friend. On a Friday she had 
left him to join one of the women’s services. On the Saturday, 
the day after her departure, he had an acute irritation of the 
skin He decided he must have scabies (the itch) and he was in 
a great state of anxiety that he must have given it to the young 
woman, who would spread it throughout the camp. It had 
nearly reached the magnitudeofa national disaster! 
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The following day this anxiety was so great that he went to 
a skin specialist, who confirmed that there was no sign.of scabies. 

On the next day, Sunday, when the girl normally would have 
been in his company, and they would have had sexual relations, 
he was in an exceptionally excited state. He absented himself 
from his meals, and worked on until late at night. Then he 
had a small hasty supper, consisting of sardines and bread, and 
went to sleep. 

He awoke two hom^ later with acute abdominal pain, and 
was immediately convinced that the meal he had eaten had 
poisoned him. The following day he developed the idea of 
gastric ulcer, and began to diet himself. Alkaline medication 
had no effect on the pain, nor indeed had diet. This led him 
to the conclusion that the “ulcer” was acute, so he consulted a 
specialist. 

He was admitted to hospital for investigation. For three weeks 
he had been subjected to careful physical examinations, in- 
cluding test meals and X-rays. In conclusion the specialist had 
told him there was no evidence of ulcer, but that investigation 
suggested some incipient gastritis. 

As, by this time, the specialist had suspected an adjuvant 
nervous factor, he labelled the illness “Hypochondria” and got 
the hospital psychiatrist to see him. The latter promptly changed 
Ae label to ^ Psychosis” and suggested electrical shock therapy. 

ut the patient did not wait for the electrical apparatus. The 
^Sgcstion itself produced sufficient shock to shock him out of 
is what brought him to me for consultation. 

• provided at the analytical sessions by his unconscious 

mm IS so strikingly in contrast to the expressed opinion of his 
should waste no time in getting into touch 
wit t e ormer, in order that we may place the latter in its true 
perspective. 


At quite an early session he brings me the foUowing dream: 

have a friend caUed Gladys, who has recently got married. 

J she had a whole 

weddinw ^ tiiough the articles of food were 

is laid m you know the way this table 

■Hip nft- ^ Psychological significance?’ ” 

I he patieqt goes on to say 

coZbuf "'>• condition-food- 

conscious. In the centre of this table there was a special dish of 
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fish. The dish was special and the fish in it was special, and it 
^vas in the centre. 

“I lifted it up to see what sort of legs the dish had, or else to 
see what sort of fish it was. 

‘T don’t want to believe what you say about this pain being 
of psychological significance. To me it is a purely physical pain.” 

Analyst; association to your action in the dream, Ufling the 
dish?” 

“I just had to see how the fish was laid out, the way that fish 
was lying there on a big dish. I always look at things. I always 
search for details. The whole table was arranged like a table of 
wedding presents, and the most prominent thing was the fish. 
I wanted to know if it was on a dish with legs or whether it was 
flat.” 

Analyst: "Wkat are your thoughts about Gladys?” 

“I am envious a little. I have taken her out in the past. I 
think she might be a suitable match.” 

Analyst: "And after the weddtngyou go to her house?” 

“Yes, and I see all this food that I cannot have so easily.” 

Analyst: "Wkenyou say you are envious, what are you envious of 
in connection mtk her? What wouldyou like?” 

“I’d like to be able to eat food. Of course, mean that I’d 
have liked to have married her, but I tell you that it is not a 
matter of sex at all. When I get better from my stomach trouble 
I shall probably have the problem of impotence to wrestle with, 
if you keep suggesting that I am impotent. 

“I admit I had curiosities about Gladys, and that I was 
envious of her marriage. Now ‘lifting up’ suggests to me lifting 
up her frock.” 

Analyst; "What is the food connected with a wedding?” 

“Sex, of course. But I was interested in the dish.” 

Analyst: "Whether it was a dish with Ugs or not?” 

“The fish was the biggest thing there, on a nice big table.” 

Analyst; ”What is the biggest thing at a wedding?” 

“It is sex, of course. A man lifts up a frock to see the girl’s 
legs. Sex, of course.” 

Analyst: ”What is the biggest thing tnyour life?” 

“It is food.” 

Analyst: "And the dream tells us it is sex.” 

(Silence.) 

Analyst: ”What areyou thinking about?” 
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“I was thinldng that, when I get well, the biggest problem in 
my life will be impotence.” 

Analyst: “So you are making this fuss about food in older to 
disguise from yourself the idea of impotence and your castration phantasy. 
Tour dream is interesting in that it shows that sex is being disguised 
under a symbolism of food. 

“I deny that. There is only one thing that matters to me at 
present, and that is food, and the pain in my stomach.” 

Analyst: “In your dream you were more of a psychologist than when 
you are awake.” 

“I had another dream last night. I was storming a height. 
That suggests to me the return of vigour and energy.” 

' Analyst: “Tes, but what are you denying?” 

“I am denying that it has anything to do with sex. The dream 
was that I stormed a height, and the enemy I conquered were 
Americans, and they were very friendly, because they said they’d 
rather be beaten by Englishmen than by other Americans. The 
curious thing is that they were so pleased and I was made so 
welcome.” 

Analyst: “Tour association of thought to that?” 

Well, of course, it is all nonsense, it doesn’t count, but I 
did think just then that when I first made sexual love to my 
girl friend I was surprised that she was so pleased about it. 

Now I think she has been to America and has an American 
accent.” 

At the next session the patient says: 

^ number of dreams but they mean nothing at 

a . may can t you treat me by reassuring me that my ulcer will 

get a right? That would be proper psychological treatment. 

^ ^ ^ believe that any of this has to do with sex 

at all. 


Analyst. Perhaps in the meantime we had better hear the dreams.^’ 
rhe patient is then silent. On enquiry he says: 

I would probably give you another dream, 
be the same, and I can’t 

see that it is getting us anywhere.” 

to this feeling of protest?” 

we are imt ^ illness has anything to do with sex, and 

Tn ailTf ^bout it. I am not interested 

and I don’t wam^t ^7ii ^ ^ave no appetite Tor it 

d 1 don t want to talk about it. If any patient consulted me 



CIIAP. XI 


HYPOCHONDRIA 


147 

wth the symptoms I have got, I would cure him by a strict 
diet. I believe I had a dream something like that.” 

The patient goes on to relate a series of dreams which I have 
numbered and set out in sequence, as they reveal the un- 
conscious factors responsible for his nervous breakdown. 

(i) “Somebody consulted me, a man friend who has recently 
got married. He wanted my advice on something medical, but 
m the dream I said I’d see him about it later on, that I hadn’t 
much time. And then I said: *Do you know So-and so^ He is 
one of the thoughtful sort and he has no interest in girls.’ ” 

In answer to the question ^*^What advice?" he said: 

“I know what you want me to say; but it is not so.” 

Analyst: '^IVkat is not so^" 

“It is not impotence. Although now I come to think of it, 
this married couple were very bored with each other, and I had 
thought the man must be impotent. 

“ ’Not interested in girb’ makes me think that sort of man is 
impotent. He runs away from sex and becomes one of the 
thoughtful sort, and I am very thoughtful that this girl friend 
is losing interest in me. 

“When I was well I was the master. I could do without her 
but she could not do without me. But now it is the other way 
round. She does not write so often. She is detaching herself 
from me, and now it is bothering me. Her detachment is a 
consequence of my impotence. I become dependent, like a child, 
and now she is the independent one. The greatest detachment 
would be suicide or death. 

“That reminds me that I first had thoughts of suicide at the 
age of five years. It was at a time when I had no father, and my 
sister had just been bom, and was having all my mother’s 
attention. I felt I was cut off, and I would be better dead 
Perhaps ail this is linked up with my present illness, though I 
don’t think so. It is a gastric ulcer that I have got." 

(a) “I dreamed I said to a girl: T don’t drink, because I 
don’t want to be irresponsible; but the other thing is different.* " 

In association to the “other thing” he says “sex”. The 
ultimate interpretation that emerged was a reversal, as one 
would expect in a patient so anxious to dissemble or deny ivhat 
his unconscious was saying. It was this: 

“I don’t have anything to do witli sex, because I don’t ^vaTlt 
to be responsible for the consequences. But if one has one’s 
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anxieties and conflicts in connection with food, that is different, 
the results are not so serious.” 

(3) The next dream he declares was about but he has 
entirely forgotten it. 

(4) Another dream was as follows: “I was in a friend’s house, 
and he had a Turkey carpet for which he said he had paid :£io. 
I said it was a bargain. He said: ‘What is your carpet like?’ and 
I said: ‘A fitted one.’ (Actually I have not any fitted carpet.) 
‘And it cost a good deal more.’ I thought to myself, ‘I can never 
get a bargain because I am not quick enough.’ ” 

With regard to his friend having a bargain, he says: 

“He has been most successful in his married life. He has got 
a bargain there — ^in his wife." She has lately had a baby.” 

Th.e Turkey carpet he associates with blood. 

Regarding the fitted carpet he immediately produced the 
surprising association of sexual fitting. 

(5) I was in a train. The train was going on. Before I had 
arrived at the station I got out and passed across the lines. I 
had two tickets in my hand, and I did not know which one was 
wanted. I handed over the two and the collector took one.” 

In association to getting out of the train before it arrived at 
the station he says: 

Before sexual excitement reaches its climax I always in- 
te^pt the intercourse in order to use contraceptives.” 

With regard to the two tickets, he says: 

Two safeguards. I always use two contraceptives, as I am 
so nervous of the consequences.” 

^ j these being the only association of thought he 

produced to this dream, he finished by saying: “I think all 
associations; I do not believe a bit of it.” 

• <^1, ^ ^ dream, dreamed in the same night and produced 

m the same session, is as foUows: 

with four other people. Three of them were 
Thpv ^ were threatening the fourth with revolvers, 

revolver them discharged his 

asliihtlv wn 'h f The man showed me 

raised wound^^ grazed hand. Curiously enough it was a 

Sdar^d ^ I hastfiy put on a 

all soon be^^^ • ^sured him. I said: ‘It’s nothing at 
porariR ’ ^ ”ght.’ And then I said: ‘This iviU do tem- 

tter of fact I didn’t want to have much to do 
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with them. I 'vvanted to get away from it all as quickly as 
possible.” 

In association to the revolver discharging on the floor he 
referred to Genesis xxxviii, and proceeded to detail an incident 
of premature ejaculadon. 

He remarked on the curiosity of the hand wound being raised 
above the surface, instead of being concave as one would expect 
of a wound. Though, as usual, no suggestion had been made 
by me, he protested violently that it was not a male'sex organ, 
and showed considerable haste to get on to another subject. 

I then pointed out to him that in the dream also he appeared 
to be in great haste to dissociate himsdf from the situation. 

He got off the settee, asking if the time were up! 

I pointed out to him that 1 was not the three gangsters, that 
we had considerable time left, and that there was no need for 
him to be in such a hurry to di^ociate himself from our 
analytical situation. Nevertheless he found it very difficult to 
remain, cbuld hardly keep himself still and spent the rest of the 
time expostulating that his trouble had nothing to do with sex. 

Psychopaihologfx This case presents us with two problems in 
psychopathology. The first is the question of the source and 
mechanism of the patient’s sym/i/om, and the second is the 
question of the source and mechanism of his theory. 

It will be seen that the two are in a sense diametrically 
opposed to each other, and in another sense coincidental 

His symptoms ^v^ll be seen to have their source in sexuality 
(or rather in sexual conflict and its attendant castration 
phantasy) and their mechanism in an opposition to it ivhich 
causes its energy to be deflected into painful instead of pleasur- 
able experiences. 

His theory will be seen to be a product of this opposition, or 
shall we say a revelation of it on a mental plane. It is nothing 
more or less than an unconscious attempt to get as far as 
possible away from the source of pain and anxiety (cf. the 
patient’s hurry in his dream to get away from the gangsters). 

It is of course possible to give only a bnef representative 
excerpt of the total material in a case report such as this 
Nevertheless it will have served its purpose if the matenal is 
truly representative, which it is. 

The pity is that our space is limited, for it is chiefly the 
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enormous and ever-increasing accumulation of circumstantial 
evidence which becomes so overwhelming in forcing us, despite 
our resistances, to the only possible explanation of the psycho- 
pathology. 

Let us review briefly the history of his symptom-formation. 
He tells us that his sexual impulse had always been to him 
more a source of worry than of pleasure. It had never become 
ego-syntonic, that is to say, he had never learnt to synthesise 
it with the higher levels of his psychological make-up. True love, 
courtship and marriage had never been an integral part of his 
personahty. 

On the contrary, his sexual impulse had always been a force, 
and in his case a very lively force, which had run counter to the 
rest of his personality, his ideals and plan of Kving. 

In consequence, when sexuality was indulged in it was as he 
says “more of a worry than a pleasure”. It was surrounded by 
manifold anxieties and guilt-feelings. These indicated a phan- 
tasy, often unconscious, of retribution close upon the heels of 
any pleasure or relief which his instinct might have been 
experiencing. 

Nevertheless his sexual instinct had for the past six months 
prior to his illness been experiencing this rehef and pleasure. 
He has said, I had been happier during that six months than 
ever before. He had eluded the anxiety and the phantasy of 
retribution for six months, but not for longer. 

Sooner or later this adjustment had to be upset from internal 
(psychological) sources, if not from external ones. An external 


Murce was provided by the girl friend being called up for 
National Service. This precipitated his iUness. 

Vhile on an ego plane he congratulated himself that he had 
a\ 01 e t e danger of having to marry her, at the same time 
IS sexu instinct experienced a compulsory interruption in its 
now a itua reduction of tension. This, which was the nearest 
approac e lad achieved to a conflict-free outlet, had now 

periodic reduction of tension whereby 
naaintaining a tolerable state of health, now being 

wpnt ^ reversed itself and as it were 

far distam ° ^ opposition, the anxiety and guilt-feeHng never 


> ere from an attack of acute an.xiety which he 
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converted into the symptom of skin irritation and the delusion 
that he was suffering from scabies. 

This proved an excellent vchide for his guilt-feelings also, as 
he was able to nurse the phantasy that he had passed on the 
scabies to the girl friend, that she would disseminate it among 
the ^vomen’s services, so that he became burdened with the 
guilt of a calamity approaching national proportions 

This gives some indication of the load of anxiety and guilt 
which he was carrying and through which his sexual instinct 
had to be strong enough to operate, that is if he were to be sexual 
instead of neurotic. 

Further, on the day when his energy would normally have 
experienced its accustomed sexual outlet none was available, 
both from internal inhibitions and external frustrations. He 
endeavoured to disseminate it in overwork, but overwork, hovv'- 
ever continuous, does not provide orgastic relief. 

That night he had his “orgasm” not in the form of a pleasur- 
able sexual relief, but coupled with all his superabundant 
anxieties in the form of an intolerable conflict which obtained 
physical conversion by discharging itself through the autonomic 
nervous system connected with the functions of his stomach 
and bowel. He suflTered a night of acute gastric pain and colic. 

Again his mind proved an easy prey or accessary to these 
morbid processes and he readily concocted the theory that he 
had acquired a sudden and most acute gastric ulcer. Of course 
sexuality was utterly forgotten as though it had never existed. 

His experiences, though having their source in the dynamic 
energy of the sexual instinct, were certainly no longer sexual 
in the sense of pleasurable. They were in fact the diametrical 
opposite. In psychology we would call them castration equi- 
valents. 

The only complete castration equivalent which was missing 
was suicide. But even this was not far away. He admitted when 
he came to me that it was his chief concern, that he had struggled 
with it for weeks and months, and finally that he had merely 
put it off for a short while to sec what this much-discredited 
treatment of mine might produce 

It is notewortliy in this connection that his only brother and 
another relative had in fact committed suicide, doubtless the 
victims of similar mechanisations to those here portra> ed. 

Now the psychopathology of this patient was easily discern- 
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ible in the picture of sexual and castration symbolism which 
he produced by his free association of thought from his first 
session to his last. Though he is not consciously interested in 
sexuahty, every one of his dreams without exception, and every 
one of his associations to the items of these dreams, show us 
that his unconscious mind is occupied with one subject, and one 
subject only. 

That subject is sexuality, whether represented in the form of 
food or by other symbohsm, and the interference with, frustra- 
tion or castration of, sexuality. At the beginning we see the 
unconscious phantasy of castration dominant with its attendant 
idea of suicide. 

As he proceeds we find the positive phantasies of sexual 
interest, investigation and pleasure becoming increasingly 
evident. For instance, in his dream he lifts the dish to see if it 
has legs. His libido, or sexual energy, is again tending to flow 
forwards into the normal and healthful biological channels. 

We begin to see this happening in his dreams and in his 
associations of thought to them. At the same time we see it 
beginning to happen in his ordinary daily life. He becomes 
sHghtly more interested in the persons and things around him. 
But perhaps most striking of all he begins to eat normal, 
healthy meals, whereas previously he complained that even 
milk gave him acute abdominal pain. 

The fife forces take more than one form in their movement 
towards gratification and life. Interest, sexual interest, and good 
appetite move hand in hand, while lack of interest, impotence, 
anorexia, gastric ulcer and suicide denoted the previous morbid 
rnovement instigated by anxiety and guilt in the opposite 
direction to health. 


Now the matter of special interest in this particular case is 
that a brilliant and well-educated medical student, on the eve 
o a higher qualification and knowing practically all that the 
medical schools and hospitals teach about the pathology of 
isease, can so fervently nurse the delusion that he is suffering 
rom a sj^cific organic illness, namely acute gastric ulcer, in 
spite of the negative chnical findings and in spite of aU this 
psyc o ogical evidence that his troubles are entirely psychogenic. 

"without practical interest that he has 
his specialists into endeavouring to corroborate 

his delusions by painstaking attempts to confirm that his 
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troubles arc primarily organic. ^“rh'L unLT- 

duces accumulating circumstanfal ^*n« ‘Jat h. 
scions mind is preoccupied tvith one 

that is the conflicting prevent 

The castration phantasy and orgasm 

the normal reduction *3|^^““tTpation ofun- 

or even through their equivalent _ g tension has no other 

conscious phantasy. The result is obtain discharge 

eouise but to activate and '"“ asslt^re of bodily as 
through a castration phantasy ™ energy into muscular 

weU as mental enervations converting tin ener^ ™ 

spasms, organic produces this evidence. 

An interesting point is that whi P . relief in its 

and. most striking of all. ° j amelioration of his 

production analytically, with a con q tendency, 

physical symptoms, a disappearanc j gradual 

a return of his appetite. /"“"foully profoses in 

restoration of health. disbelief in the sexual 

the face of all the evidence his “™P''‘' that he 
origin of his neurosis and is never solely and 

is suffering from no psychological disturbance, ou 
simply from acute ulcer of <he 1 _,_tal phenomenon? 

What is the meaning of this remar , this case 

This is the second psychopathological problem wmc 
presents for our consideration.^ rtVipnomenon “extra- 

I have avoided calling •*'‘® ,c f^ot that it is the most 

ordinary”, for it We find tSn spite of all 

ordinary of all mental phenomc • go-called normal mind 
evidence to the contrary -- ‘he mod 

is commonly set rigidly ag mental disturbances and of 

conflicts which lie at the root of its mental disturo 

its bodily symptom-formations. opportunity to 

Any attenuation of the •“°^c“^gtparticular is most 

water it down or discount it . f human sufferers and 
eagerly embraced by the majority both of human 

diagnosticians or theorists. ...n... troubles were as usual 

Only the other day a patient whose troum ^ 

TOO per cent sexual was intn^c u-i.pved in the Jungian rather 
of a friend, who told him ' ; ,;j do liim more good, 

than the Treudian theory =*"d *hat “ wo aiological 

Similarly, many are the voices suggesting tn p 
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ible in the picture of sexual and castration symbolism which 
he produced by his free association of thought from his first 
session to his last. Though he is not consciously interested in 
sexuahty, every one of his dreams without exception, and every 
one of his associations to the items of these dreams, show us 
that his unconscious mind is occupied with one subject, and one 
subject only. 

That subject is sexuality, whether represented in the form of 
food or by other symbohsm, and the interference with, frustra- 
tion or castration of, sexuality. At the beginning we see the 
unconscious phantasy of castration dominant \vdth its attendant 
idea of suicide. 

As he proceeds we find the positive phantasies of sexual 
interest, investigation and pleasure becoming increasingly 
evident. For instance, in his dream he lifts the dish to see if it 
has legs. His libido, or sexual energy, is again tending to flow 
forwards into the normal and healthful biological channels. 

We begin to see this happening in his dreams and in his 
associations of thought to them. At the same time we see it 
beginning to happen in his ordinary daily life. He becomes 
slighdy more interested in the persons and tilings around him. 
But perhaps most striking of all he begins to eat normal, 
healthy meals, whereas previously he complained that even 
milk gave liim acute abdominal pain. 

The life forces take more than one form in their movement 
towards gratification and life. Interest, sexual interest, and good 
appetite move hand in hand, while lack of interest, impotence, 
anorexia, gastric ulcer and suicide denoted the previous morbid 
rnovement instigated by anxiety and guilt in the opposite 
direction to health. 


Now the matter of special interest in this particular case is 
that a b^hant and weU-educated medical student, on the evf 
° qualification and knowing practically all that the 

me 1 C sc ools and hospitals teach about the pathology ol 
isease, can so fervenidy nurse the delusion that he is suffering 
rom a sj^cific organic iUness, namely acute gastric ulcer, in 

cHnical findings and in spite of aU this 
o ogica evidence that his troubles are entirely psychogenic. 

1 “t.^thout practical interj that hi has 

his deliisirtnc tptcxalists into endeavouring to corroborate 
hts delusions by painstaHng attempts to confirm that his 
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troubles are primarily organic. Session after session he pro- 
duces accumulating circumstantial evidence that his uncon- 
scious mind is preoccupied with one matter, and one only, and 
that is the conflicting phantasies of sexuality and castration. 

The castration phantasy and its attendant anxiety prevent 
the normal reduction of tension through sexuality and orgasm 
or even through their equivalent thoughts, anticipation or un- 
conscious phantasy. The result is that tension has no other 
course but to activate and endeavour to obtain discharge 
through a castration phantasy with the assistance of bodily as 
well as mental enervations converting this energy into muscular 
spasms, organic pains and mental anxieties and delusions. 

An interesting point is that while he produces this evidence, 
and, most striking of all, evidently obtains some relief in its 
production analytically, with a consequent amelioration of his 
physical symptoms, a disappearance of his suicidal tendency, 
a return of his appetite, his mental interests and a gradual 
restoration of health, nevertheless, he consciously professes in 
the face of all the evidence his complete disbelief in the sexual 
origin of his neurosis and is never tired of asseverating that he 
is suffering from no psychological disturbance, but solely and 
simply from acute ulcer of the stomach! 

What is the meaning of this remarkable mental phenomenon? 
This is the second psychopathological problem which this case 
presents for our consideration 

I have avoided calling this mental phenomenon “extra- 
ordinary”, for it gains in interest from the fact that it is the most 
Ordinary of all mental phenomena We find that in spite of all 
evidence to the contrary even the most so-called normal mind 
is commonly set rigidly against a recognition of the sexual 
conflicts which he at the root of its mental disturbances and of 
its bodily symptom-formations. 

Any attenuation of the sexual theory or any opportunity to 
water it down or discount it in the slightest particular is most 
eagerly embraced by the majority both of human sufferers and 
diagnosticians or theorists. 

Only the other day a patient whose troubles were as usual 
too per cent, sexual was intrigued and tempted by the remark 
of a friend, who told him that she believed in the Jungian ratlier 
than the freudian theory and that it would do him more good. 

Similarly, many arc the voices suggesting that psycliological 
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theorists should sink their differences and form a comprornise 
between the various leading schools of psychopathological 
thought. Many are ready to acclaim as broad-minded and full 
of the \drtues those sufficiently inexperienced or sufficiently 
weak-minded to attempt such compromises Avith the opposition! 

The facts, on the contrary, point in one direction, and one 
direction only. 

Such facts for instance as this patient’s persistent denial of 
the psychogenesis of his illness show us, operating against 
sexuahty, a mental force which in its power and insistence can 
be compared only mth sexuality itself. It is a product of the 
anxiety and castration phantasy opposed to his sexuahty and 
responsible for the diversion of it into the morbid channels 
which give rise to his symptoms and to his delusions. 

Sexuahty produces life both biologicaUy and indmduaUy. 
This other is the force which operates against it in the direction 
of suicide, or, failing that, in an attenuated form in the direction 
of aU illness, emotional anaemia and general ill-health. 

This iU-health can be seen as a physical phenomenon or as 
a mental one. I would include in this latter category the anaemic 
theories which divert interest from the only direction in which 
an understanding of the phenomenon of life and death can ever 
hope to reach a solution. 

As I have indicated, the physical symptoms from which this 
patient suffered gradually disappeared under short psycho- 
logical treatment. 


But although his physical health was restored, I would not 
regard his case as a complete cure. He reverted to an expression 
of the positive side of his sexual instinct in the activities natural 
to him when in a state of health, but he nevertheless showed 
that the conflict, the source of aU his troubles, was still un- 
resolved. He continued to express the other side of this conflict 
m t e mental symptom of an intolerance of his own sexual 
con net and a repudiation of the theory of sexuahty as a source 
° as those from which he himself had suffered, 

u body of the facts proved amenable to cure 

^ P antasy of theory remained interestingly intractable. 
. analysis showed that this opposition had transference 

significance and was associated ^vith. a phantasy of resisting, and 

he M imago— the only bit of “potency” which 

he could hahg on to in his castrated state. 
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Medicine's Conspiracy. This case may bring to our notice that 
a medical education does not ensure an ability to distinguish 
between organic and psychological illness. Further, it may raise 
tlie question as to Avhethcr all illness, psychogenic and organic, 
IS a secondary phenomenon, secondary to castration phantasy — 
the phantasy of some injury to sexuality or the symbol of 
sexuality. 

From a philosoplucal standpoint this may not seem such a 
curious theory when we reflect that the body itself was caused 
to come into being and to develop through a sexual process. 
Anyhow, the clinical facts seem to be that an interference with 
or an interruption of potency, and a consequent swing of 
phantasy to castration, commonly carries with it an acute dis- 
turbance to the general healthy the origin of which may entirely 
escape the sufferer. 

I go further than this, and suspect that every interference 
vdth general health (the somatic equivalent of potency) is due 
to some such castration phantasy, ignored or lost sight of by 
the sufferer and by orthodox medicine. 

In short, ill-health may be nothing more or less than a con- 
version symptom, with the psychological advantage of diverting 
attention from the intolerable castration bogy. 

This diversion of attention has the advantage to the id of 
attempting to discharge its pain in a relatively tolerable form, 
namely physical instead of mental. But eventually, while the 
sexual concept is successfully repressed, the affect or pain does 
not escape expression. 

Thus, the patient presents himself to the doctor, not with a 
feeling that all is lost {which, incidentally, would cause him to 
be suicidal) but merely with the complaint that he has a bad 
leg, an ulcerated stomach, or that this organ or the other is ill. 

Medicine seizes this opportunity to enter the conspiracy and 
to focus its attention upon the diseased organ, with the idea 
(usually erroneous) that appropriate palliative treatment will 
restore the organ. 

In practice, the minds of patient and doctor arc harmlessly 
occupied wth this diversion, while the unseen mechanisms in 
the unconscious mind sort themselves out, and the intolerable 
phantasies undergo repression or are superseded by relatively 
more powerful potency phantasies, the outward and visible 
result in the iKlter event bring a restoration of health. 
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To demonstrate that hypochondria, or the type of psychogenic 
illness that points insistently to physical disease and persuades 
the medical profession to apply all the remedies not only of 
medicine, but often of surgery, is not even a clinical entity but 
may have its basis in a great variety of different causes including 
psychotic or pre-psychotic conditions and even an admixture 
of epinosic gain motive, I shall proceed to detail a common 
type of case which has a complicated and not uncommon 
psy chop athology . 

Though the term “hypochondria”, if used at all, is better 
reserved for cases where the entire Hbidinal interest having been 
withdrawn from environment and society is in its entirety 
focused upon ideas or delusions of bodily disease — ^for instance 
some old bachelors with post-nasal catarrh, or internal troubles 
and an aptitude for consuming one patent medicine after 
another — ^yet this case had been included under this loose term. 


because, for four years before she had come for psychological 

investigation, she had spent the greater part of her time under 

medical and surgical treatment. 

Every doctor in the world, whether employed in general 

practice or in hospital, is only too well acquainted with the 

type of patient who comes in sad and miserable, and complains 

of such^ a conglomeration of symptoms, such a hotch-potch of 

pain, disabilities and what-not, with such an endless volubility 

of detail and description, that we are all apt to become dis- 

mayed, even perhaps to assume the expression of the patient 

erse , and finally hope that we, like her, may be released from 

the intolerable discomfort by an early death! 

as several years ago that this plump, white-faced woman 

ot htty threaded her ivay cautiously from the waiting-room to 

ob\dously felt she was delicate. She 

of hrr vn'' ^ Qi” carefully. After all she must be careful even 
ot her voice. She said: 

‘•Doctor. I have had this terrible illness for over four years.” 

156 
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I am afraid it is necessary, even at the risk of tiring the 
reader, to elucidate the rambling rigmarole of her symptoms, 
for otherwise it will not be possible to appreciate the main 
aspect of such cases. After listening to them for half an hour or 
ev'en several hours, we are, unless we have psychological insight, 
completely bewildered and no nearer a diagnosis than we were 
at the beginning. 

On the other hand, every problem is perfectly simple if we 
are presented with the solution. Therefore I defer this solution 
until our final consideration. It is the only way to describe 
adequately the problem presented. 

She begins by saying: “It started with pains in my feet, 
terrible pains in my feet. I went to an orthopaedic hospital. 
After various electric treatments they decided upon a manipula- 
tion of my feet under an anaesthetic. 

“Doctor, I cannot describe it. After that anaesthetic I could 
not sleep It stopped my sleep at once and I have never had a 
good night since. 

“Immediately afterwards started this fear. Two or three 
months later 1 had a poisoned gland. I went to the St. X 
Hospital. They cut it out. 

“Then later I went to the nerve speciah’st. He said it was the 
result of the change. The pain started in my stomach. I cannot 
cat anything. They tried all sorts of injections, but I did not 
get any better. I had an injection on the Thursday, and on 
Friday I had a shaking feeling all down the right side. Finally, 
they took me into hospital to be under observation 

“Then they discovered gall-stones and operated on my gall- 
bladder. I was in there a month. Then they said I ivould get 
better . . . but I did not get better. 

“Later I saw a doctor who said it was all nerves. I went to a 
mental hospital. Oh, doctor, what a terrible time I had! 

“My present symptoms are that I am frightened out of my 
life. I have pains. I hardly like to say it, doctor, but I had 
better. I am afraid I am going to die. Thp worry of it is driving 
me mad. It is because I am sure that I have some terrible 
internal disease ivhich tlie doctors have failed to discover. 
Probably it is cancer. I feel so terrified of what it trill do to me. 
Should I commit suicide or just wait for it to kill me? Also, 
doctor, I am so jealous and spiteful. I do not want my husband 
out of my sight. I am frightened. I cannot be alone for a minute. 
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It all seems to originate from here, the chest (but she points to 
her stomach). I cannot eat. The pains in my head are something 
terrific. There is also a muddling feeling. 

“I lead a very lonely fife. My husband had to be away a lot. 
The doctors have taken a lot of blood from me for high blood 
pressure. 

“My breakdown? Oh, the last straw that caused that was 
when my husband told me he had taken somebody to the 
pictures. How long has it all lasted? About four years. It came 
with this pain in my stomach and then it ran up to my throat. 
But my head was not muddled at all like it is now. I hated to 
be in the hospital. I wish I had never gone. Oh, doctor, all 
sorts of things surge back into my mind!” 

Here she starts weeping. Presently she resumes; 

“The horrors of the operation and what I have seen! The 
mental cases . . . good gracious! I shall never recover, ... I 
think it will be the end.” 

This is merely a sample of the sort of complaint which this 
type of patient pours into our ears for hours on end. But this is 
no reason why we should throw aside all hope for the future. 

On the contrary, it is all the more reason why we should 
settle down to hear this thing through, for this is the only way 
in which we may hope to arrive at a diagnosis. It is the only 
way in which, by understanding the cause and origin of all 
these troubles, we can ever hope to ameliorate the condition of 
such patients. 


I am afraid the elaborate apparatus provided in hospitals 
and the temptation which workers have to use them is merely 
a snare and a delusion for such patients. 

I have said that the ratio of time given to listening to a 
p^ent s sto^ to that expended in physical examination is an 
indication of the experience of the physician. In that case 
psycho-analysts must be the most experienced of aU physicians, 
or t ie> isten interminably and give no examination, whereas 
e in^penenced, particularly some medical students, cannot 
be bothered to h^ear any but the first few sentences of the patient 

tnVrc'ln ^7,^^ 'vith instruments. The precipitate method 
thp ^ oiigcr in the end; for instance, this patient had been 

Halw for the prewous four years, 

show how ^ prehminary interview, I now propose to 

shois ho^v some of the matenal of subsequent sessions illuminated 
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this seemingly insoluble problem. 

A week or two later she came with a story that her husband 
had tried to cheer her up by taking her to a cinema. She said: 

“The first film was aU right. It was only dancing. But the 
second film called ‘Crossroads* . . . oh, doctor! I got terribly 
bad. I felt I wanted to get up and kill myself. I was frightened. 
And all these pains came up, all over my head. I tried to banish 
the thought; but always in my mind it kept coming . . . *Shall I 
kill myselp Shall I kill myself?' And all this indigestion! 

“1 cried a little this morning at the horror of it all. I feel I 
cannot go on with it. The agony of mind is terrible. 

“I am always dreaming of death or dying people. I wake up 
very depressed and with pain at the back of my head and do^vn 
my side. The pain is from left to right and all down the right 
side of my chest down to my stomach, where the operation was. 

I always want to cry after that. 

“And now I am troubled with a fear of myself, as though I 
shall do myself an injury or go mad. There is a buzzing in my 
ears and a pain in my feet and it goes right up to my bead. I 
do not know whether it is because I had been worrying.” 

Analyst: hadyou been ivor^ng about^'* 

“I had been worrying about my husband taking that woman 
to the cinema. I did worry over it. I could not get it out of my 
mind. Now I have a pain all down my right side. I am always 
having that pain down my right side since the operation. I 
think that it started with the worry after my husband told me 
he had taken that woman to the dnema. 

“Doctor, do you think I shall do anything to injure myself?” 

Analyst; ‘Wo, I don’ i think so, because you have already done an 
injury tojourself.” 

“It was after that worry about the woman that they gave me 
my manipulation under the anaesthetic. 1 have never slept 
properly since. Two months after that I had tiic pain in my 
stomach and that started that fear. I am frightened of myself.” 

Analyst; *'When did you first hear that your husband had taken 
this woman out}" 

“No, I had no pain before that. 1 did not want to hurt myself 
then. It was only when he told me. That was four years ago. I 
had had a dream and I told him: T dreamt I saw you dowm a 
quiet lane with a woman.* 

“He said: ‘That’s a funny thing. I took a woman customer 
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of mine to the pictures last night.’ 

“Then he went on to tell me that he took her home and had 
a cup of tea with her. As soon as he spoke I had a cold feeling 
come in my stomach as though it were a lump of ice inside me. 
Then after, when he went away as usual on the Monday, I had 
pains! It w^ the thought I had all those years, almost since we 
had been married, nearly twenty years. It seemed that all my 
suspicions were right. All those lonely years of suspicion! 

“My first reaction was that I wanted to make myself look 
nice so that he would look at me. While he was away I had my 
hair frizzed-up and got a new hat and a new dress. But I was 
ever so sad. I could not get my face to look nice. I kept trying to 
get the thought of this woman out of my mind, and I could not. 
I cannot get it out of my mind yet. Now I feel I want to kill 
myself. These years of anxiety ...” 

Analyst: “What wouldyou have liked to have done to this woman. 


“Nothing.” ^ ■ 

Analyst: “Tom are repressing it. It is not yourself you wanted to 

harm, it is this woman.- ^ ^ 

“I know I felt jealousy — ^terrific jealousy. I wanted to see her, 
but somehow I did not even ask who she was. I seemed to be 
orostrate with the churning-up feeling inside me.” 

^ Analyst: “Tour natural instinct would have been to chum-up the^ 


noi yourself. The primitive reaction to 'jealousy is to injure and 
k and kill the person of whom you are jealous. You stopped this 
^ ^ f^gpt it inside yourself and so it churned you up instead, and 
instinc the point when instead of killing the woman you want 

S'^ctoTyou exactly the right words. It churned me 

It has been churning-up my inside for the last four or five 

S3 * 

- years. '‘Our instincts are naturally primitive, like those of a wild 

psy ANALY QTiimal would have rushed at this woman and destroyed 

for thcy”^ ^ ^ stood path. T ou would not let it. You held it back. 
the incxpenei. at you and churned you up instead. The ‘wild 
be bothered to hciar primitive instinctive reaction to the situation. Your 
before they rush result of this reaction working about inside your body 
takes much longer 

the victim of such rish'. doctor. When he told me about 

Hatang related tad taken to the pictures. I felt I had 
show how some of the oi my life.” 
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Analyst; ^'What was the film you saw during whichyou felt so vey 

ilir 

“The name was ‘Crossroads*.** 

Analyst: *^And it was to the pictures that your husband had taken 
that woman^” 

“Yes. 

“I think of another instance now. . . . Six months before I 
became so very bad, my husband took me to the cinema, and 
when he paid the cashier she touched his hand and he put his 
other hand over hers. Again I felt that terrible feeling come 
over me. All my suspicions of him were aroused again. That 
also was at the cinema, 

“It all started long before all this, fifteen years before, when 
I first found that letter from another woman. It was then — we 
had only just recently been m 2 irricd — I knew he was carrying 
on vdth other women. For all these years I tried to disillusion 
myself. Somehow I knew it, and would not let myself think. 

“Then I had that dream that I told you when he told me 
about taking that woman out. It was at that point (four years 
ago) when he told me. I felt immediately: ‘I am finished.’ 

“Then the depression came on, and 1 got so ill that I have 
been to all these hospitals and been operated on. I have never 
been well since. Yes, definitely, I know that that was the start 
of my illness, I have ’had so much worry that when he told me 
that, that was the finish. I knew that life was not worth living 
any more. I felt that there was nothing more in the world to 
live for. 

“How shall I get rid of this fear, doctor? This terrible fear of 
myself. It is ahvays the same. It all came over me again when 
I TV'as looking at that film ‘Crossroads’. J felt so terrible, I felt 
I must get up. I felt I must go to my home. I thought it was the 
end, and I must kill myself. I have borne it all for too long 
already . . . the end must come.** 

Analyst: “AW, before the end comes, before we ring doitn the 
curtain, let us just recapitulate the film, the drama, whichyou have been 
writing for the last fifteen or twen^_}ears. 

"It begins, soon ajterjour marriage, with your husband's work taking 
him auayfrom home for the greater part of his time, lou are left all 
alone, brooding. Then, one day during one of kis brief sojourns at home, 
^ou go through kis pockets and you find that letter from an unkno’.m 
XI Oman calling him 'Darling'," 
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“I lost all faith, all hope, when I read that letter.” 

Analyst: “Week by week, year in, year out, all the time your 
husband was away from you you nursed the phantasy that he was out 
with other womenP 

“Yes, I did. I sat at home and I could think and brood about 
nothing else.” 

Analyst: “After seventeen years of such thinking — and, mind you, 
this was your main emotional life: you have told me that you got no 
pleasure from sexual contact — after seventeen years of this, you had this 
little dream that your husband was down a quiet lane with a woman. 
( That quiet lane was the vagina.) 

“It was a dream tending to confirm your suspicions. Tou told your 
husband this dream. He unconsciously interpreted it, and, in order to 
excuse himself, told you that he had taken a woman to the cinema the 
previous night. Never mind what he actually told you. What he told your 
unconscious mind, your suspicions, was simply the truth. All your sus- 
picions came true. Tou felt the block of ice in your stomach; so life was 
never the same again. 

“But I may add that you had one healthy reaction — and that is going 
to be your salvation — when you frizzed-up your hair. We shall return to 
that later. 

That healtly reaction to the drama soon fizzled out. Tou were dis- 
posed to develop this morbidity. Another healthy reaction which was 
repressed was the impulse to find this woman. However, you put yourself 
resolutely in front of such a primitive instinct and received the brunt of it 
within your own body. Tou put yourself between your instinct and the 
other woman. 

Immediately you started to get churned-up by these feelings, and 
churned-up you have been ever since. Not only have you been churned-up 
by yourself psychologically, but you enlisted the co-operation of doctors, 
hospitals and everybody you could find to assist you in churning yourself 
up, even to the extent of getting cut open and taking things out from inside 
of leaving you in pain, ill and suffering. 

“Now you feel the drama is moving towards its close. The death that 
started four years ago is somewhat overdue. In conformity with the drama 
you fear tha^ou may end it in the appropriate fashion, namely, by killing 
yourself, like the drama you saw on the films. DonHyou see what a lot of 
nonsense the whole thing is?” 

“I see. But my stomach feels terrible.” 

Analyst: “Lef us return for a moment to that healthy reaction, that 
fnzzmg-up of your hair that you mentioned.” 
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“Oh yes, I had my hair dressed up so that I looked nice. I 
thought when he comes home he will see me looking so nice he 
will like me better than all the women. He will take me out 
and make a fuss of me. That was all right for the time being, 
but, when he went away again, while I was alone, all these 
feelings came back,” 

Analyst: “Tou should hate hatelled with him.** 

“Yes, I should. Because all the time I had an idea that he 
was carrying on at all the hotels. And you know, doctor, I still 
think it. Now at last it seems I have lost interest. I seem to have 
given up all hope. I feel I am only waiting for death. 

“Sometimes I think; T will try again, I will friz-up my hair. 
I will see if I can make him look at me like he does at these 
other women. I will try to feel better. I know that if I do, every- 
thing will be saved.’ But before long the awful cold feeling in 
my stomach, that started it all, comes over me again, and I am 
helpless — a burden to myself and a hopeless worry and expense 
to my husband,” 

P^ckopatkoloQi'. Though there is much in this patient’s illness 
which suggests hysterical mechanisms and may justify its in- 
clusion in this section, it is really founded upon a background 
of paranoia (delusional insanity). Freud has told us that para- 
noia is founded upon repressed homosexual predisposition, 
whereas inversion at the Oedipus level is not an essential basis 
for hysteria. (In my opinion it is not essential in paranoia 
either.) 

Like 33 per cent, of British women, she is not emotionally 
interested in sexual congress wth her husband. She is sexually 
frigid or anaesthetic. She is insUod emotionally interested in 
what other women are experiencing at the hands of her 
husband. 

Jealousy is the watchword of her emotional potentialities. 
Therefore, all the time her husb.'ind is away from her on hrs 
tm\cls, she indulges heneff in the excitements, tortures and 
jo)*s of her suspicious imaginings. 

The shock of disco\ ering thdr reality, in c\’cn one instance, 
is too much for her— too much for her capacity to tolerate or 
control emotional tension. She gets her crisis or “orgasm” — in 
her stomach, in her head and in c\cr>' part of her body. 

TIius her id, incapable of normal emotions and gratifications, 
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finds its satisfaction in the feelings, in the “terrific” disturbances, 
of this illness. 


Admittedly, it is a form of gratification which tortures her ego. 
But that ego was destined to be tortured in any case, for she 
was from the outset the victim of conflict, a conflict which pre- 
vented id-gratification except at the expense of ego opposition. 

Nevertheless, what her whole being always wanted was 
the continuous undivided attention of her husband. Like all 
women beggarly in their capacity for ordinary emotional 
gratification, she was greedily possessive of the symbol of her 
gratification. 

While she waited in loneliness at home it was only too pain- 
fully clear to her that she did not possess him. But with the 
eruption of this illness and its simultaneous id-gratifications, 
that environmental picture was dramatically changed. Indeed, 
if nothing else changed it, her success in enlisting hospitals to 
perform major operations, to put her on their danger lists and 
so forth, brought the errant husband penitently to her bedside, 
there to sit and suffer. 

I submit that not only her id but her ego itself had obtained 
a most striking success. By losing her life, by losing the fruitless 
phantasy of gratification which never matured (the cold block 
of ice in her stomach), she had gained at least the symbol (her 

husband) of aU gratification— if not to her at least to aU other , 
women. ' 


s was the morbid position which her illness achieved. 

e escaped from her own deficiency and gained instead a 

sym o o all her phantasied but unachievable desires, the 

constant watclfrul aUegiance of her husband. At the same time 

^ forgotten that her repressed fury, vengeance 

rn subtle manner obtained a 

considerable measure of release. 

"'vith the sacrifice of his 
ti' rn nnd with the sacrifice of his time, 

^ hini (where such 

otionally incompetent women want their husbands in com- 
pemation for Aeir deficiency) right under her thumb. 

^ treatment to offer this woman in compensa- 
^on forX“ these dramatic and triumphant achievements? To 
get weU a^repeat the experiences of those long lonely years 
sitting at hol?^ ^vith nothing, except the thought of what enjoy- 
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merits the other women were having with her husband? Is she 
likely to accept such an offer? 

This is why all such cases of invalidism are so intractable to 
all forms of treatment. The illness has an unconscious emotional 
basis. Sadism has been, through repression, converted into 
masochism. They more or less enjoy their, ills, particularly the 
occasional crises which they achieve with the co-operation of 
the medical profession, or more specifically the surgical pro- 
fession, for masochism naturally arouses sadism in any normal 
person who comes in contact wth it. 

If these processes can be rationalised everybody is happy; 
that is to say everybody except perhaps the patient’s poor ego. 
But this merely serves to remind us how unimportant to such 
patients is the creation and perpetuation of life. 

We, as egos, are still faced with the problem: Can such a 
patient be cured? 

The answer is: Only if she can achieve a resurreetion of her emotional 
pleasure life. 

Analytically this is possible only through the agency of trans- 
ference. In short, if her earliest infantile emotional attachment 
to her parents can be revived in her relationship to the analyst, 
her id may find this a better gratification than the ego-torturing 
“gratifications” of her illness. 

Having re-achieved a happy childhood, she \viJl have a fresh 
chance of a more successful re-dcvclopmcnt. In this rc-dcvclop- 
ment she will find her husband becomes a necessary agent 
instead of a mere compensation for the bcggarlincss of her 
emotional ineptitude. 

In this particular instance, practical necessity demanded that 
we contented ourselves with only a partial amelioration. 

The patient had increasingly long intcrv'als when she found 
that she "miraculously’' threw off her illness and even enjojed 
little social outings. Such periods became lengthier and more 
frequent, but I am afraid that they were still interspersed wih 
lapses into the morbidity to which she had long habituated 
herself. 
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It may seem strange to include these cases imder the general 
heading of “The Hysterias”, particularly as a large proportion 
of drug addicts are described as “constitutional psychopaths”, 
a term presmnably meaning cases of characterological disorder 
^\ith psychotic trends. Undoubtedly their numbers include 
certain cases of manic-depressive psychosis, paranoid per- 
sonahties, homosexuals and true inverts; but the truth is that 
any person who is sufficiently gravely tormented by internal 
confficts and an inability to adapt his needs to those of his 
emnronment or of society, may have resource to chemical 
agents to achieve some allegation if only temporar}’’. 

Even so-called normal persons are subject to very minor forms 
of what might be called “drug addiction” in their habit of 
resovurce to tea, coffee, alcohol, not to mention medicaments and 
drugs from their chemist or local practitioner. In fact evety 
de^ee of mental conffict natimally drives its \dctim to seek 
rehef, and as by far the commonest form of this conffict to reach 


se\ ere proportions is that which manifests itself in the symptom- 
formations of hysteria, the drug addicts, ^\dth addictions ranging 
om bromides and barbiturates to alcohol and morphine, Avhich 
have encoimtered in my psychotherapeutic practice, happen 
to have been for the most part cases of hysteria. Though 
a mittedly some have exhibited other reaction-formations and 
some have had an admixture (as have aU “normal” persons) 
ot psychotic trends, that is my excuse for including the foUmwng 
two cases under the general heading of drug addiction. 

pretty ghl of twenty-four stood in the dock at a county 
pohce com. She ivas charged with having been in illegal pos- 
session of 50 grains of morphia. 

^e barrister for the police was addressing the magistrate: 
i hese people however much they may have our sympathv, 
mi^t be protected from theimelves. We must be cruel to be kind. 

dr^tic measures are necessary to put an 
end to them addiction. It is not only a question of teaching them 

166 
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to mend their ways, but of breaking their habit and fitting them 
for life.” 

Other methods of breaking her habit had previously been 
attempted by a succession of docton. Each had placed her in a 
nursing home and by methods more or less gradual reduced her 
dosage of the drug. The agonising symptoms of deprivation had 
finally lessened and she had been discharged, but in each case 
only, sooner or later, to resume the habit. 

None of these methods had included the slightest attempt to 
discover why she had originally taken the drug, nor why she 
returned to it after each so-csdled cure. Perhaps the world and 
its doctors were too busy to bother themselves with such trifles. 
The very word “psychology” makes many people impatient. 

On investigation her history proved to be as follows: 

She was the daughter of a rich, middle-aged father and a very 
young mother. Apart from their disparity of age, her two parents 
appeared to be in every respect mentally incompatible. These * 
arc not irrelevant facts; they will show us that the history of her 
drug addiction can be traced back at least one generation. 

The chief memory of her childhood is that of continuous and 
violent quarrels between her parents Her father was an in- 
tellectual; her mother young and frivolous and a spendthrift. 
Disharmony in the home was largely responsible for the mother 
taking to drink. 

This led to further disharmony. The outraged father svould 
beat her. She would scream and threaten to bring the child 
down from bed, infuriating him with her gibe, “She, at least, 
loves me better than you.” 

She says; “Sometimes I was brought down, but in any case I 
would be listening to it all on the stairs.” 

It is difficult for the average person to appreciate ivhat a 
devastating effect quarrels between its parents can have upon 
a child. Stability and the sense of security in childhood depend 
fundamentally upon its love lor both parents. If the parents 
are always quarrelling its allegiance is, as it were, split; it is as 
if two parts of the child itself were already at war ivith each 
other. 

Tlius this patient’s mind had in a sense been split into two 
opposing camps even from infancy. But more and more tragic 
events were soon to crowd in upon one another. She had barely 
reached the age of puberty — a time when internal stresses alone 
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are quite suflBcient to preoccupy the growing mind — ^when her 
mother ran away with a man. 

Her most vivid memory is that of her father rushing into the 
house with a revolver and shouting with much abuse that he 

would shoot that woman (her mother). The state of the 

chhd’s mind as she saw him running down the street flourishing 
this weapon was indescribable. The seeds of neurosis already 
sown were certainly being well watered, and more was to follow. 

The embittered father apparently vented his hatred for the 
mother upon this portion of her left with him, namely the 
daughter. It seems that his mind must to some extent have been 
unhinged, for he treated the child brutally and kept her up 
late at night to do so. A couple of years later he died and she 
then lived with her mother and stepfather. 

If we could have looked into her mind even at that time, we 
^ wo d have detected the most utter confusion, torment and 
stress. The parents are the whole universe to the growing 
throughout her life this had been a universe of utter 
c MS, c aos mthin her mind was the inevitable consequence. 

plenty of drink about the house in keeping 
1 er mother s tastes and she was barely sixteen when she 

V ^ mental conflict by surreptitiously 

The example of her mother was at 
addict^ ^^eouragement in this respect. Thus she became an 
of eighteen^^ ° y to alcohol, before she had reached the age 

at that headaches from which she was suffering 

k Jrue n? habit. Whether that 

course freauent facial neuralgia, and in due 

Either moth pains, soon followed in their train. 

a mudSe^th^h of 

Whatever the ca7 ^^^^tal condition to bother about her. 

that there she fell u 7 V ^ foreign extraction. It seems 
into her harro^ng experiencl"tt ffi 

sot\Tn“ X htfbr ^ — 

appendicitis at the critical ^^eged 

I am inclined to regard the histor^^o^V^''^”®^''-''' 

b e nistory of this operation as almost 
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adjusted I do not know how they can expect me to make a cure 
simply by forcing me to give it up. ^Vhether they force it by 
imprisonment or any other way, I know I should only go back 
to it at the first opportunity.” ■ 

^Vhen pmned down to her remark that she realises ^vhy she is 
taking the drug and asked to give the reasons, she hesitated a 
great deal and then gave only superficial and quite uncon- 


vmcmg “reasons 


She said: “First of all it is the fact that I have not enough 
money to do what I ^vant to do,” and then: “Life never %vorks 
out as I tvant it to.” 

Finally she said: “Anyway, I think it is life altogether. As soon 
as there is any responsibility or any call is made upon me to 
cope with anything, I am quite helpless and must have the 
drug. As you know, I started taking it for neuralgia. Now that 
I have experienced hotv it takes away all my mental pains, I 
would take it for anythmg and everything, for life itself.” 

Further analytical investigation shows that these “reasons” 
w'hich she adduces are very far fi:om adequate. She says: “WTien 
■>ou tell me to talk about what is in my mind, I can only teU 
you that there is nothing in my mind, there never is. I never sit 
do^ra and rest and think, I do my best to avoid that. 

^ read ^ time that I am not sleeping. I do not see any 
pomt m thinking of my troubles because it only gets me in an 
aw state. I do not ^vant any help firom anybody. It does not 

• think or to discuss anything that is in my 

i^d. Besides, it is an efibrt to talk. I rarely talk; it is much less 
ettort for me to listen or to read.” 

n suggested to the patient that she should not bother to 
talk but should just lie there in silence. 

^ ^ ^ feeling quite comfortable. She 

sa^s. must admit that I am mentally most uncomfortable 
Th^ very idea of psycho-analysis makes me 
^ “^‘^^tise in anticipating it I have thought that 

P . come into my mind. I have been in a terrible 
° s^i^ety about it and being shut up here ^vith you in 
at iter\'e-racking, and though I quite nked you 

■ T think I shall ever be able to stand it. That 

still mi^tra big dose just before co min g in, but I am 

to drug^myseS:” see, I simply have 



CHAP, xin DRUG ADDICTION; MORPHINE 171 

At this point I suggested to the patient that perhaps she 
ought to drug me instead of herself^ in which case I would be 
unconscious in the room and she could feel quite at ease and free 
from all anxiety i 

Tliis brings us to the question as to what it is Chat this drug 
addict must drug. The answer would be the same if we asked 
the question what is it that she must always avoid coming into 
her thoughts. It is on account of this that she can never rest 
and think. 

When she says “I am frightened of this treatment because I 
always thought that nothing would come into my mind”, she is 
making the usual mistake. What she is frightened of is the some- 
thing that might come into her mind, and it is a fear of this some- 
thing which results in nothing coming into her mind. 

Now what is this something, what is this “monster” that she 
must drug lest it should come to life? What is this “monster” 
which the analyst symbolises by his presence and which is re- 
sponsible for her state of anxiety, an anxiety which at times she 
fears she will not be able to cover up by the usual irrelevant 
words? 

We may reply that it is something which might be called 
“life itscIT’, but that docs not tell us enough. It is the some- 
tliing with which she is afraid of coming into contact. The drug 
helps to alleviate that anxiety. The drug is a sort of “cure” for 
life itself, a deadening of it if not a complete extinction. But I 
must try to be a little more explicit than by just calling it “life”. 

She has told us that as early as sixteen she took to drink, but 
this was not the ideal remedy; though tt deadened something 
it also tended to liven up something else. The drug had not the 
latter disadvantage. 

This is an attractive ^rl of twenty-four; attractive to the 
opposite sex. But from her earliest memories (contact with them 
beginning with her father) the treatment she had received from 
men had not been calculated to aUay anxiety. On the contrary, 
kindness, security and protection had never been offered lier. 
The approach had been such as to cause her developing love 
tendencies to retreat in alarm and horror. 

Of recent years she has called herself homosexual. I think tlic 
word “homo”, when used in tlus connection by persons fairly 
obviously designed to be lictcroscxual, might be translated as 
“little” or “lesser” sexuality — something short of sexuality, and 
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of course far short of it in its satisfactions, sexual and psychical 
and real. 

The ego speaks of “life”, she is afraid of “life”, but to the id 
and the deeper levels of the unconscious mind life is instinct, 
the demands are instinct, particularly sexuahty. This is the 
“monster” that she has to drug to keep it sleeping. All other 
adjustments would have to be subsidiary to life’s demands. She 
cannot even begin them. 

This brings us to the question of cure. I am often asked 
whether I cxire my patients. Not the least of the objects of these 
case sheets is to get the readers to reorientate their minds of this 
conception of cure. 

I am reminded of a man who turned up at the surgical out- 
patient department of the hospital where I was a student and 
asked the surgeon to perform upon him the operation of double 
orchidectomy. When asked why he wished for this to be done 
seeing that the organs were in healthy condition, he replied: “I 
have tried every other cure and I now know that this is the 
only one that would be effective.” 


The only cure for life is deaths We are all victims of a “disease” 
called ^ life which makes us restless and forces us into certain 
activities calculated to relieve the restlessness or to gratify the 
instincts. However complicated these activities may become, 
t ey are serving these essential instinct purposes, including per- 
petuation of the species. 

There is no cure for this state of affairs other than that of' 

accepting our position and obeying nature’s demands. But this 

IS never folly successful. Death is the only complete “cure”. 

^ A found a workable compromise between life 

j 3- refusal to accept her fundamental nature 

assigned to her on the one hand and 

snmpiV ^ ^ death on the other hand. The drug deadened 

everything, that mattered, and she can just 

short iournp’ hah'-niast, in the course of a fairly 

shwt journey between life and death. 

found patient? The answer is “No”. She had already 

did not want enabled her to refuse life. She 

too Tni^t^ 4nvoV S' ^^^ghtforward, she found it aU 
she preferred preferred the clouding of her mind, 

scroll" ^ - 
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She did not even give me the opportunity to unravel the 
details of her conflict, leave alone to alleviate it. Analysis, like 
life itself, was to her too anxiety-provoking. It might have 
brought to consciousness all those terrible but successfully re- 
pressed heterosexual urges, the "monster” that she was keeping 
drugged. 

This diagnosis is to some extent borne out by her behaviour. 
In conversation with a friend who had been analysed, she dis- 
covered that a phase of analysis arrives when the patient is 
dependent upon the visits to the analyst. 

She expostulated with horror: “Why, I would only be giving 
up my dependence upon the drug in order to become dependent 
upon a man. It seems one has to be dependent on something or 
somebody, and if that is the case I would rather it were my 
drug. I know my dosage there and it keeps me quiet. I want 
none of your emotional disturbances, thank you!” 

Is this cure or illness! 

And what about her brothers and sisters of all ages; the 
hundreds of thousands, the millions of people who fill every 
doctor’s ivaidng-room to receive their weekly ration of bromide, 
barbiturate, salicylate, codeine or other opium derivative or 
equivalent! One and ^ they arc like this patient more or less 
dependent upon the drug or the doctor to still the life within 
that gives them discomfort instead of comfort, pain instead of 
pleasure. Might they not be better taught to resolve their 
conflicts in favour of living instead of persistently and fruitlessly 
trying to “deal” with them by drug asphyxiation, a modicum 
of protracted death! But dealing out minute doses of “death” 
to the hosts of world addicts is the quick and easy task of 
pharmaceutical medicine, and to turn attention from medicine 
to mind what doctor has time, interest or ability? 
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DRUG ADDICTION: ALCOHOL 

Let us turn to a case where the trouble may have been similar 
though the outcome strikingly different. 

The last case was rather characteristic of cases of drug 
addiction, in that the patient absented herself from treatment 
almost before it had begun, and certainly before the analyst 
had any opportunity to fathom her psychopathology, or to help 
her to a better adjustment to life. 

The present patient, unlike most sufferers from addiction, 
continued treatment long enough to lead to an almost exciting 
understanding of the psychopathology of this habit. The addic- 
tion was not so serious as that to morphia, cocaine or similar 
drugs. Perhaps the morbid condition that the chemical was 
alleviating was not so pathological. 

I feel that in some cases of drug addiction the patient is only 
succeeding in avoiding a psychosis by the deadening effect of 
the drag, so that some doctors and magistrates, with all their 
good intentions of removing the poison by hook or by crook, 
may thereby be removing from the patient the only alternative 
he or she has to insanity. 

In this case the drug was of a milder, less toxic nature, indeed 
one in which a- vast proportion of human beings find refuge, 
and perhaps for the same reason as this patient found it, namely 
discomfort of a common unconscious conflict, 
s is the classical conflict between id and super-ego, between 
t e of the basic selfish, pleasure-seeking instincts on the 
one an^ , and the repressing forces of authoritative super-ego 
or conscience on the other hand. Are we not all subject to this 
con let in varying degrees, and do not a considerable number 
° turn to alcohol for temporary or periodic relief? 

e patient is a man in the early thirties, who has burdened 
mse not o y ^vlth business responsibilities, but also with an 
ex^s of voluntary duties in connection with war service. 

whilP aeWeved a very high position in the A.R.P., 

hile retaimng the directorship of his business. He is in a rush 

174 
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of work from dawn till dusk, almost tumbling over himself wth 
over-hurried activities, and this is all the more remarkable in 
that he is usually semi-intoxicated. 

The impression created at his first interview, and the sub- 
sequent ones, is that, however brilliant he may have been, at 
present he certainly has no time to think. This is the key to the 
situation: on no account must he give himself time or mental 
ability to think. The agony would be too much. 

It was merely because his methods of defence against think- 
ing, namely, the^igA^ into activity^ were beginning to fail in their 
hitherto remarkable success, that he was reduced to coming for 
treatment. T umbling over himself mentally, he had finally begun 
even to tumble over his realities, and therefore something had 
to be done. 

He said: “I am getting into trouble with myself. I am drinking 
too much. In the morning I can’t think till I have had a large 
Scotch. I feel I have got to have a large Scotch before I am any 
good. Then I seem to lose all control; I have a second and a 
third. My work is technical work: God knows what is happening 
to it! I seem to get far too impetuous. I rush at everytlfing. I 
keep doing contrary tilings; rushing to work, stopping on the 
way, and then not going at all. 

“The truth is, I am getting a bit frightened of this drinking 
business, doctor. I am afraid my wile, with all her good inten- 
tions, does not help me at all. She keeps telling me not to drink, 
and thereby reminding me that I want a drink. My father is 
one of those confirmed teetotallers, and tlicrcfbrc I get the 
feeling that I am committing a crime. Hut it doesn’t stop me 
from committing anotiier, and another. 

“As a younger man, before I married and left home, I re- 
member seeing my father’s car outside when 1 had come out 
of a pub, and literally 1 jumped as Uiough I had been caught at 
a crime. Now I fed like that towards my wife. So I drink 
surreptitiously, hoping that she won’t catch me — slop at the 
pub on my way home and pretend I haven’t. The more I have 
the more I want.’’ 

Analyst: “T/je amount?" 

“Well, I suppose one might reckon it at about twenty sliillings 
a day.'* 

i\nalvst: "Family huto^?" 

“Good Lord! 'Hicy' arc all teetotallers. Oh, nol There is oae 
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case, only one, a second cousin. He is a confirmed inebriate.” 

Analyst: “Is there anything in your life from which you want to 
escape?'^ 

“I can’t think of anything . . . unless it was as a boy that I 
wanted to escape from father .and mother. And now it seems 
that it is my wife that I want to escape from. But what I am 
saying is quite misleading. The opposite is the case. 

“As a boy I always wanted to do as mother and father wished. 
I had a ‘conscience’ if I didn’t. And now I want to do as my 
wife wishes. I am a good, loyal husband ... I hope. It isn’t her, 
it’s the drink I want "to escape from. I want her to help me, only 
she doesn’t . . . makes it worse. 

“My home life was happy. I was an only child — ^very much 
the son of my parents. It was all rules and regulations — ^father’s 
orders, and I kept them . . . mostly. I did escape from that in 
the end, and got married, and now it is the same old thing aU 
over again, and my wife in the role they were in, I escape to the 
pub. 

- “I had a dream the other night, or rather two dreams. In the 
first I was in an underground office, in the basement of a very 
tall building. The walls were aU green. A breeze partition was 
being put up. My mother and father were going to occupy one 
side and my office was going to be on the other. The trouble 
was that they had nearly all the room, and my office was 
crowded into a sort of curved passage-way. I had the worst part, 
and, besides, the partition was never finished.- 

In the second dream there were women — one particularly 
attractive woman. I think she was the mayor’s daughter, only 
he hasn t actually got one. Suddenly my mother came on the 
scene and said this woman was a dreadful reprobate; if only I 
knew the kind she was I would not have anything more to do 
with her. 


Doctor, this reminds me that the first time I took my present 
wife home, my mother was in an awful state, and said she was 
not a suitable person for me. She kicked up an awful row, but, 
su^rising to relate, my father took my side. 

My mother’s attitude worried me, and the next day I went 
home alone, but drunk. It was because my mother had been so 
cruel. Anyhow, this time it was my father who was cruel. He 
gave me what for for stopping at pubs and getting drunk. He 
went further than this, and made me promise to give up flying. 
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“All the flying people got dnmk. Flying had been my only 
excitement up to the age of thirty. I had not gone in much for 
girls or anything else. I was known at the air-field as the ‘Crazy 
Hedge-hopper’. But it was a good escape from the very strict 
household I was brought up in. . 

“The flying people were largely one type, perhaps my type. 
Racing, gambling and drinking, but, curiously enough, usu^ly 
no women. We had those parties, but I can’t remember any 
sex in the debauchery. It ruined my exams. I had done quite 
well until that third year of my university career when I got 
this craze for flying. That is when the drinking started. 

“Later I got married to this same woman that my mother 
had rowed about. And now she is as bad, or as good, as they 
were. 

“She was passionate enough, I thought, before marriage. But 
now she is not interested, - 

“I have lost my flying friends, but I go to the pub and drink 
on my own . . . that is to say when I am not attending all these 
A.R.P. meetings and war-work duties that take up almost every 
minute of my spare time. 

“A curious incident happened last night. I was going off to 
an important A.R.P. council meeting in Whitehall. I got a bit 
late. I stalled the engine of the car, and could not get it to work 
again until it was too late. In fact, I met one or two people 
coming back from the meeting. And, do you know, instead of 
feeling annoyed with myself, I felt an enormous sense of relief. 

“I went off to the pub and had another drink, and felt like a 
schoolboy on holiday. I felt, ‘Thank God! Be damned to them 
all! I am me!’ and for the first time that day life was good. Isn’t 
that extraordinary? What docs it mean? 

“When I got home my \rife suggested that \ve should go to 
bed together. This surprised me, as usually that is my tendency, 
and hers is the reverse. But because she suggested it, I refused. 
Why should sex happen only when she chooses? That night I 
dreamt I was connecting up two telephone circuits.” 

Analyst: association of thought?'* 

“No. I don’t think that has got anything to do with sex. 
“There was another dream. T was driving my car up a hill 
and the wireless in the car was playing loudly. I knew it was 
illegal, but I could not turn it off. I was approaching some 
people and I wondered what would happen. Apparently I had 
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put an aerial underneath the car so that it would not be seen. 
Analyst: ^‘Free association of thought?” 

“It reminds me of the criminality feeling when I have a drink. 
That was pumped into me for several years before I married. 
“I dreamt also that I was dismissed from the A.R.P.” 


Psychopathology. So the material of this case goes on and on. 
We hsten to it daily for many weeks. Here space has permitted 
me to give only an excerpt. The conclusions force themselves 
upon us cumulatively as the material increases in abundance. 

The patient is the victim of a very severe conflict between, on 
the one hand, his id, his primitive pleasure-drives, his self- 
satisfactions and his self-expression, and, on the other hand, 
over-strict parental morality and discipline, this latter being now 
replaced by what one might caU. an uncomfortable conscience. 

The first dream he. gave us shows topographically the con- 
dition within his mind. There he himself (his office) is crowded 
into a small space, a passage, by the excessive room occupied by 
his parents. It is noteworthy that the breeze partition between 
has never been completed. Thus we see within his mind the 
uncomfortable juxtaposition of himself, of what he would like 
to do for pleasure’s sake, and the obstructing influence of his 
super-ego formed out of parental influence. 


How can he live comfortably in such quarters? 

The green colour of the walls is directly associated with the 
interior decoration of the junior school which he attended, re- 
vealing that the condition dates back to that period. The whole 
interior might, at a deeper level, be regarded as a womb 
symbol. He has never comfortably come out of it, come out of 
the restrictions and restraints of his parental upbringing. 

In the second dream an attempt is made. There are women, 
particularly one woman, but here the conflict with the parent- 
formed ^ super-ego becomes apparent and dramatised in his 
mother s denunciation of the woman. Life is not different from 
dreams. When that happened in real life he apparently dropped 
t e woman and got drunk. The drama of his real life before 
marria^ was similar to this. He did not have women or sex as 
a ru e. onflict w’ith the parents and/or with conscience would 
have been too great to permit of such behaviour. 

a li^scr crime, a lesser indulgence of his primitive 
urges and need for gratifying himself in spite of or against his 
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parents. Besides, drink had an addidonal advantage in that its 
chemical influence dulled the anxiety, and, as it were, gave him 
Dutch courage to enter the battle against these repressing forces. 

There is much evidence in tJie material he produces that drink 
is a sort of defiance, ammunition for liis id or primitive self 
whereby he vanquishes his parents. It is said that alcohol 
“deadens” Uie conscience. Thereby he is free at last to escape 
from this parental or conscience prison, and for a moment, as it 
were, to be himself. 

But it is only for a moment. Immediately afterwards the 
reaction sets in. He dreams that he is dismissed from the A.R.P. 
— driven from the love and home of his parents. Therefore he 
must rush in to more and more parental service to win back 
their love. 

He burdens himself \vith many duties. He rushes off in his car 
to more meetings, however much his heart may hate them. But 
on the way his car stalls and will not re-start. He has escaped 
the domination of these adults, and is free again to have another 
drink and to indulge himself. 

Thus we see him rushing hither and thither, forced by con- 
science or super-ego to a suppression of himselC the would-be 
naughty boy, until revolt starts in the naughty boy and he 
wishes to kill these parents. But he cannot do it without anxiety. 

So his method of doing it has an advantage over all other 
methods for it includes a chemical (alcohol) which allays anxiety, 
produces Dutch courage, and enables the naughty little boy 
(very little) to defy these great monsters — parents and con- 
science. So he comes into his own temporarily, only to reverse 
the process in the next phase. 

The symbolism of his car-driving dream is obvious to any 
psycho-analyst. The wireless playing loudly symbolises the emo- 
Chnal exuberance cfscxuaiiiy. Hetncw’if iiiegs}, that Is to 
say contrary to parental orders, but he could not turn it off. But 
he was approaching some people, and what would happen? In 
spite of his attempts to conceal these practices, his "criminality” 
would be discovered. 

It is not without interest that his o^vn free association is not 
sexuality but “drink”. He says “criminality feelings when I have 
liad a drink — tljat was pumped into me for several years by 
my parents”. 

His drinking is largely a symbolical substitute for his re- 
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pressed and unconscious sexual impulses. He is doing it instead 
of indulging in sexuality. It is not so big a crime; it is less 
offensive to the parents, or rather, to their successor, within his 
mind — his super-ego. 

Thus we see the drug, alcohol, as an adjunct to the playing- 
out of a fundamental psychoneurotic conflict. While expressing 
one side of his conflict in the defiant act of drinking, he is at the 
same time trying to bolster up his otherwise timid self-indulgence 
by the chemical aid of the drug. The demands of parent- 
equivalents, such as reahty, will intrude nevertheless. Perhaps 
the system only fails because he cannot remain totally inebri- 
ated all the time. 

A revelation of this unconscious battle and the part his drink- 
ing compulsion was playing in it gradually began to have some 
effect. But it was not until after he had discovered his tendency 
to place the analyst in the original parental role that the source 
of the conflict was impressively and effectively brought home 
to him. 

He went through a phase when he resorted to drinking rather 
than punctuality at the sessions and in several ways played out 
the drama of his Oedipus anxiety with the analyst in the role 
of the stern and frightening father imago. 

In the last analysis it was revealed that drinking symbolised 
a defiance of the all-repressive father, an emergence and resur- 
rection of his all but destroyed id, a gratification of this id by 
free indulgence in the prohibited incestuous act — only this desire 
had regressed so far that it now took the form of a breast (drink- 
ing act instead of a genital one) — and at the same time an 
increased anxiety regarding what “father” would do to him, an 
anxiety which in turn could be allayed only by more drink. 

Thus we see that his drinking behaviour, as well as his dutiful 
over-exertions, were very strongly over-determined, but there was 
even more over-determination than this; it transpired that at 
the same time, his chief concern being with the terrifying father 
imago, he was partly yielding, surrendering sexually, to him. 
(repressed homosexuality), and partly resisting this surrender 
an trying to dull the anxiety of the resulting conflict with still 
more rink. Thus we see that this excessive drinking, like all 
psychoneurotic symptoms, was a method of “dealing”, not of 
course wit realities, but with the world of deep, unconscious, 
primitive, dramatic and terrifying phantasies. It was the one 
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act that dealt simultaneously with all aspects of the unconscious 
strugglc,.Its over-determination was the cause ofits strength and 
persistence; and, as these pliantasics came vividly into con- 
sciousness through the interpretation of their evidence in the 
transference, their power to provoke anxiety and their com- 
pulsion over him diminished. 

Not only did his relationship to the analyst improve, but that 
to his wife underwent a radical change. She too became a con- 
solation instead of an anxiety, and discord gave place to 
domestic felicity. 

There was no longer any need for excesses in “dutiful” 
exertions, nor for excesses in alcoholic indulgence. 

Sanity reigned in place of neurotic compulsion, sobriety in 
place of drunkenness. If you met him notv you would not 
suspect that he was once fairly on the way to acquiring a 
permanently red nose. 



CHAPTER XV 


HYSTERIA, ANXIETY AND 
FEAR OF EPILEPSY 


Before concluding this Section on the rather heterogeneous 
group of cases which I have grouped under the general term 
“The Hysterias”, I would like to add another which may help 
to give us a glimpse into the fact that psychoneuroses in general 
and hysterias in particular have two important aetiological 
factors: firstly, a source of dynamic energy (the energy which 
activates the symptoms) in undischarged or inadequately dis- 
charged psychosexual tension; and secondly, a psychological 
nucleus in the Oedipus complex. This latter may be detected 
in the form of a parent-fixation. 

The following case, though not as dramatic as some of those 
preceding it, may serve to remind us of the very close relation- 
ship of anxiety neurosis and hysteria, and to suggest a possible 
connection or transition not only from the former to the latter 
but also from psychoneuroses to at least some forms of epilepsy — 
the subject of the next chapter. 


The Case. — A capable and healthy-looking man of forty is 
sent to me by his doctor because, after twelve months of struggle, 
he has been invalided from his work as manager of a munition 
factory. 


His illness began with periodic attacks of blindness, but in the 

foreground of the picture there is the familiar symptom of im- 
pending collapse. 

^ I enter the workrooms I feel unsteady. A sort of 
^ mess or faintness comes over me. My legs feel funny and I 
have the impression that I am going to faU. I have to hold on 
to something to support myself. 

“It has got worse and worse until finaUy I have had to give 
K much improvement for I am 

It- wnnlrl K symptoHis come on whenever I stand up. 
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Otlicr symptoms include those characteristic of what is called 
an “anxiety state”, or, in popular language, “nervous break- 
down”. He suffers from extreme irritability, hot and cold feel- 
ings, headaches, palpitation, attacks of shortness of breath, and 
depression. 

Nevertheless this man had at the onset of his illness been sent 
by his doctor to a succession of specialists. Presumably on 
account of tlie initial eye symptoms, he was first sent to an 
oculist. This gentleman suspected inflammation of the optic 
nerve with retrobulbar neuritis and passed him on to a specialist 
in organic nervous diseases. To the credit of the latter it must 
be said that he could find no sign of any disease. 

Nevertheless, as it is the doctor’s business to discover the 
cause of symptoms and to establish a diagnosis, he was in due 
course sent to a third specialist. To cut a long story short, the 
patient was shuttle-cocked from one to another with alternating 
diagnoses of disease and no disease. 

Eventually he was fortunate enough to find a doctor who, 
having listened to his story, rcfiiscd even to examine him and 
succeeded in convincing him and his medical practitioner that 
the condition was purely of psychological origin and that 
psychotherapy was the only appropriate treatment. 

Much lime and trouble had been wasted and the patient had 
in the course of these twelve months suffered greatly and 
become considerably worse. I am relating this story as it is all 
too familiar. 

Starting with the handicap of highly strung, moody and 
nervous parents and also with the handicap of being an only 
child, this patient had suffered even in infancy from night 
terrors and nervousness. His mother had given him her whole 
attention while his father had endeavoured to balance this by 
over-strictness. 

In due course it transpired tliat throughout his childhood and 
adolescence he had experienced a succession of minor nervous 
disorders almost amounting to breakdowns. 

At puberty he had had his first definite nervous breakdmvn. 
He was already working in a factory and one of his workmates 
suffered from epilepuc fits. He developed a phobia of tlicsc 
accompanied by symptoms similar to Uiosc of which he now 
complains. 

He felt then, as now, that lus legs would give way and that 
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he woiild involuntarily fall and lose control of himself. He even 
went so far as to fall on more than one occasion, but he says the 
terror of it was worse than the experience. 

“I was too scared to work in the same room as this boy. I had 
the feehng that I was going off my head. I felt convinced that I 
was going to get epileptic fits the same as he had.” 

Analyst: '"And didyou ?'^ 

“No, I only got nervous and sleepless at night. That was at 
the age of fifteen.” 

Analyst: "What was ityou were trying to stop at the age of fifteen?” 
“i don’t know.” 

Anaxyst: "Epileptic fits?'' 

After a brief silence the patient, who is exceptionally in- 
telligent, said: “Do you mean sex, doctor? I know that boys at 
that age abuse themselves, but if I had ever done anything of 
that sort I had always succeeded in stopping it in time. But I 
don’t think while that scare was on that I was doing anything 
of that sort. At that time I was interested in one thing only, 
that is in these epileptic fits.” 

Analyst: What is the association of thousht to the scare of 
epileptic fits?" 

“The fear of losing control of oneself.” 

^alyst: "Doyou commonly lose control of yourself?" 

•A j ^ since I have developed these symptoms. I have always 

pnded myself on my perfect control and 100 per cent, efficiency. 

i nave worked very hard and been most successful. That is why 

It is particularly humiliating to me that this illness should inter- 

lerj as it does, so completely with my ability to control myself.” 

.7 that your engagement lasted ten years. Was 

tnat^ a sample of your control?" 

^ some nervous breakdowns during that 

"r" years of marriage.” 

^nalyst: Does the control persist within your married life?" 

that on^^f something about the subject and I understand 

respect nnW s reqmrements should be considered first. In that 

children and qL myself. Of course we do not want any 

this necessitati^ against the use of contraceptives. NaturaUy, 
tnis necessitates some control on my part.” 

his thoughf^“Yo^^n ^ intelligent patient expressed 

epileptic fits' I f^Ted L^th^r” ? 

loss of control and collapse which 
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I now fear are notliing more or less than a substitute for the 
climax of tlie sexual feeling, which at fifteen and lately I have 
been preventing from taking place?” 

This was only tlie twelfth session and no reply was given 
to his question, but he apparently answered it himself in the 
affirmative, for he said: 

“If you had told me anything like this when first I came to 
see you I would have rejected it completely. Or even if I had 
heard you and told myself that I must believe what I was told 
by an authority, it would have made no real impression upon 
me. But now I seem to feel that it certainly had something to do 
with my breakdown at tlie age of fifteen and my fear of those 
epileptic fits. It is an amazing revelation to me.” 

The very next evening the patient presented himself as an 
altered man. These are his actual words: 

“Today I felt very mucli better, better than I have felt for 
twelve months, and my depression has gone. I feel much happier 
in myself. It cannot be an accident that I feel better, but if you 
ask me why, I cannot tell you. 

“Two or three weeks ago quite candidly I felt it would not 
have mattered if I did not live any longer, but I \vould not like 
to die now. Yesterday I read a most detailed report of something 
that I could not have looked at a few weeks ago and 1 read it 
with interest. I have not smoked for weeks, but today I put on a 
cigarette. I have now lost the blurring vision in the left eye which 
was the first thing that brought me to the doctor. Even then it 
was only with the severe attacks tliat tlie blurnng used to come 
on. But for some time I have never been entirely without it. I 
have not had it at all today. For periods of half an hour at a 
time I have had none of the usual sensations. This is quite a 
novel experience for me.” 

Analyst: dbj>ou atthdute 

“Our conversation last night. Up to last night I was wholly 
ignorant of what my symptoms were all about and of the gist of 
the treatment. But last night I got the idea of free association of 
thought.” 

{IV/iat he means is that through free assoctaUon of thought he made 
discoveries which would have been meaningless to hm if arrived at by any 
other means.) 

“I can see how one thing balances another. When first >ou 
seemed to put to me the assodation of ’the sex question and 
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epileptic fits I thought that ridiculous. But later on I saw it like 
somebody sees rehgion. Before that I was trying to fight my 
feelings as though my life depended upon it. But now I under- 
stand them and it does not worry me and my depression is gone.” 

Such complete alleviation of the symptoms all within twenty- 
four hours must be more apparent than real. The psycho- 
therapist should notj like the patient, be the victim of wishful 
thinking, and therefore I was not so pleased as he was at this 
very sudden and complete change in the picture. 

I suspected that some phantasied conquering of his illness had 
come about and had temporarily created the illusion of cure. 

Quite innocently he confirmed this impression by relating to 
me the dream of that very night. It is worth recording not only 
for this reason, but because it is such an excellent symbolical 
representation of the three main topographical levels of the 
Each is represented by a person. The dream: 

I was an officer and was accompanying an Air Marshal to 
arrest a man whom I know but have not seen for several years. 
This man was a friendly but unstable sort of feUow, always up 
to pranks, and frequently drunk. The Air Marshal and I were 

immaculately dressed, most dapper and smart. We had revolvers 
hanging on us. 


t s chap was dangerous I held my revolver in my hand 
n covered. He was behind a curtain with a light. I 

^ surrender, keeping my revolver pointed at 

him My order was most peremptory. 

tVi ^ called several times, he came out from behind 

Lift T_^ wore a silk hat and had on a magician’s cloak, 

flictr, t was missing. His face looked 

quietiy ’ ^ very dejected and said: T will come 


completely innocent of the significance 

todav disregards it and continues: “Feefing better 

bad ^forn. When I did once or twice get the 

nofhinf”u„ myself with the thought. ‘Oh. this is 

fcs? “™*ing else that is wong.’ ” 

^^lyst. Whai was wrong?'’ 

that time of fifteen, the improper sex lifeT had at 

had reaUy nothing tf do 

had no connection when von fi ? persistently thought it 

y first mentioned it, on reflection I 
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was surprised that I had not seen it. Whereas before I thought 
I would never be cured, now I can see the light dawning on 
me.” 

(Silence.) 

Analyst; are you thinking about?" 

“I was thinking of that man in the dream . . . one of his legs 
had gone — the left leg. I would expect him to hop about or drop 
to the ground.” 

Analyst: “Drop io the ground^" 

“Well, of course, it is like my fear of falling,” 

Analyst: “Haw had he lost kis leg?" 

"The thought in my mind was that he had lost it through the 
silliness of the things he had done.” 

Analyst; “What stlUness have you doae?" 

"As a boy abusing myself and holding it back. I just felt that 
I must hold it back.” 

Analyst: “But you would not expect to lose a leg by that?" 

"I might have expected to lose my reason.” 

Analyst. “Hence your fear of mad people and of epilepsy," 

"Or I might expect to lose the organ ” 

Analyst: “But in the dream the man had lost a leg and in your 
symptoms you fall or fear falling " 

“But now I feel I can control myself better. I have had to 
control myself in many respects. I have controlled my sex life 
too. Firstly, for most of my life oft account of my parents, for 
their sakes, and now for the sake of my wife. I have done a lot 
not to cause any worry or anxiety to my parents and I have 
always felt that it was more important to please my wife than 
myself.” 

There were only two things that puzzled me m this dream, 
and so I asked the patient for his free associations of thought to 
them: the magician’s cloak and the top-hat. 

He says, “covering up a defect” (lost leg), and he adds, “also 
he wore a top-hat to create an atmosphere”. 

It IS worth noting that it was the left (: e. not right, t.e. 
“wrong”) leg which the dream-figure had lost, that tlic patient 
unconsciously “castrated”, fears that his left leg ivill give way 
and cause him to fall and that it was m liis left eye that he 
suffered from blurred vision. The top-hat is an attempted 
restitution of the castrated organ. 

The rest of the dream is easy to interpret. All the figures arc 
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elements of his own psyche. He himself symbohses his ego or 
conscious mind. 

The high officer, Air Marshal, stands for his super-ego, or 
contribution of parent-figures and authorities, while the in- 
teresting character which these two have set out to arrest is 
nothing more or less than his id or primitive, animal, instinct- 
level self which enjoys being on the loose, cutting capers and 
generally being completely out of order. 

The contrast in dress between the immaculate uniforms of the 
ego and super-ego and the ridiculous get-up of the id speaks for 
itself. The former two are the embodiment of disciphne and 
control, the last symbolises the waywardness of emotion with its 
pleasures and sufferings and its conflict between potency and 
castration. 


In his dream he, his ego and super-ego, have symbolically 
arrested the delinquent and so brought him under their dis- 
ciphnary control. In consequence he feels that everything has 
been put right; control wins the day and he has his illusionary 
cure. -Unfortunately, or fortunately, there is no id which is so 
easily mastered by super-ego and ego forces. 

As I have said, this dream wais a symbolical representation of 
what was taking place or had that night taken place within the 
patient’s own psyche. The following dream, given at a later 
s^sion, IS an equally apt picture of what was taking place in 
t e patient s domestic environment and, of course, having its 
repercussions upon his psyche: 

I was in a room with my mother’s sister and my wife. My 
wi e got up to sing, she sang very well and I was enjoying it im- 
mense y. Half-way through the song she was interrupted by my 
mo er s sister also singing. The interruption stopped my wife 
ompletely and I got very annoyed about it. There was a row. 

th ® mother came in and sided with me. Then 

on mv mother’s took up the challenge 

had ^ quite satisfied with what 

and I of my mother’s owed me money 

Sve JsatisforT"'’ ^^out time 

This dream '^e dream.” 

this man of over f ^ ^^derstood if it is mentioned that 

his r.he/s“a„" SeA ho™ !"h- 'f ' ” 

his mother is a close secondin’ master, 

d in the management of affairs, his 
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wife a rather poor third and his father a nonentity. 

In keeping \vith this it is noteworthy that the father is not 
represented at all in the dream, but the other three members of 
the household are each represented, the mother three times, 
tliough each time disguised as a close female relative. 

Singing is love-making, The patient immediately associated 
the pleasure of listening to his wife’s singing in the dream with 
the pleasure of sexual intercourse. But without going to such a 
deep level as that, the dream tells us the significance of these 
persons in the emotional life of the patient. 

After all, he had his mother and lived with her as the only 
child for nearly forty years before his wife came into the picture. 
It was his mother who ‘^sang” to him or loved him for all 
those years. She gratified all his needs — with one notable excep- 
tion. It is this failure on her part which has finally driven him 
to break his lifelong “loyalty” by bringing in an “alien” woman 
as his wife. 

Considering the odds ag^nst her, this wife is getting on very 
well. She is singing and he is enjoying it. Then the mother, 
camouflaged as her sister, takes a hand, evidently to woo back 
her son. This stops the wife and annoys the patient. 

But mother has many parts. A part of her, represented as the 
grandmother, sides with him against that emotional element in 
her which interfered with the wife’s love-making. In this con- 
nection the patient says: 

“There was a terrible row at home when I told them of my 
engagement. There is no desenbing the scenes we had. I nearly 
had a nervous breakdown at that time. But finally mother gave 
in and accepted my wife as though she were a daughter.” 

Thus in the dream we sec the varioi^ elements in the mother 
alternately interfering with and supporting the love relationship 
of the wife and her son. A point is that this is the patient's dream 
and all these influences are variously felt, deeply and largely 
unconsaously, witWn lus own psyche. 

What he is perhaps least conscious of is that the “marriage to 
his mother” which began at his birth has never really been dis- 
solved. The only child had received all benefits at Iier hands, 
and was justifiably expectant that all his growing needs would 
be similarly adequately gratified. The one exception was his 
maturing sexual need. When she denies lum a wife, or interrupts 
the latter’s “singing”, no wonder his outraged id turns upon her 
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with the retort, “It is about timejj^oM gave me satisfaction.” 

To explain how a married man with a mother-fixation, even 
in spite of an apparently satisfactory married life, can be suffer- 
ing from unreheved or unrelievable nervous tensions resulting 
in a state of nerves with irritability and anxiety, I cannot do 
better than quote a subsequent session with the patient. 

He began with these words: 

“Yesterday was a particularly good day, but today has not 
been so good. I have been languid and worn-out and yet feeling 
a certain amount of nervous tension. I had an extraordinary 
dream last night. 

“It was about an aunt of mine who has been ill with nervous 
trouble similar to mine. I said to her, ‘I will treat you.’ Ap- 
parently I was a physician. The room was like this and she lay 
down on a settee like this in the same position as I am in here. I 
was behind her as you are behind me. I asked her about her 
symptoms and while doing so I was massaging her head. And, 
this is the extraordinary thing, although she is nearly seventy 
years of age I felt more intensely sexual than I have felt for 
years and years. I was thoroughly enjoying myself, but before 
it came to a cHmax I awoke. 


The sexual^ feeling in the dream was as strong as it can be, 
stronger than in my sexual relationship with my wife.” 

This dream, or rather the main interpretation of it, explains 
why a man can be married and yet on account of a mother- 
fixation still suffer from a lot of undischarged tension. The 
psychopathology of this man’s condition, and of anxiety states 
inother-fixation, is revealed by this dream. It is as follows, 
he infant s developing Hbido or emotional energy naturally 
its mother, and if this development, having 
reac e a ^xual level, fails to become attached to another 
woman^, its first and most virile fruits are, as it were, locked up 
m mother s storehouse. With the subsequent rejection of mother 
^ ° J^ct this early sexual energy suffers repression, 

oge er wi t ^ repression from consciousness of mother as the 
love-object. 


storehouse of energy fails to be transferred 

locked iin"" ^"d remains for ever as it were 

locked up, with Its tensions unable to find relief. It is the energy 

symptom ofYnxie^ 
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In the dream this patient was, through the equivalent of a 
masturbator/ act (massaging the head), tapping this source of 
sexual energy and he found it more abundant than that avail- 
able for his wife. This was possible only because he was asleep, 
but even then the censor was sufficiently alert to prevent the 
final relief of tension, and to awaken him before this could 
occur. Compare his adolescent habit of inhibiting the orgasm 
when masturbating. 

That is %vhy he fdt during the following day a certain amount 
of nervous tension. It had been mobilised and promised relief, 
but as in his other sexual experiences both of adolescence and of matunty 
this final relief had been interrupted by the vigilance of the unconscious 
censorship. 

As a result the only outlet it could find was in the process of 
symptom-formation. 

An instance of the liberating effect of free association of 
thought under analytical conditions is shown in the fact tliat this 
patient declares that he has had more dreams in the fourteen 
days of his treatment than he has had in the previous fourteen 
years of his life. 

From this brief sample of analytical material we may see that 
there arc various factors at different emotional levels which con- 
tribute to the psychopathology of an anxiety state. The two 
principal levels are: the physical, which was brought out ex- 
ceptionally early in treatment, and the emotional relationship 
to other persons past and present which contributes to the 
psychological or hysterical element in the anxiety state. 

This relationship though consciously only one of ordinary 
filial attachment to parents, and affectionate or other mental 
attachments to various persons, has, as his dream may show us, 
repercussions upon the unconscious phantasies whidi are tlic 
psychical essence of the sexual life. 

It is failure to make satisfactory adjustments at tliis uncon- 
scious level, ^vith its consequent inhibition of natural psycho- 
se.xual freedom, ivhich results in the dammmg-up of tensions. 
The patient becomes conscious of these tensions often only as a 
feeling of strain or irritability. If their pressure is unduly great 
Uicy find alternative outlets independent of the ego, and show 
their opposition to it, in the form of manifold symptoms such as 
tliosc of which this patient complained. 

The ego finds its control undermined by these unuclcomc 
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with the retort, “It is about time jom gave me satisfaction.” 

To explain how a married man with a mother-fixation, even 
in spite of an apparently satisfactory married life, can be suffer- 
ing from unrelieved or imrelievable nervous tensions resulting 
in a state of nerves with irritability and anxiety, I cannot do 
better than quote a subsequent session with the patient. 

He began with these words: 

“Yesterday was a particularly good day, but today has not 
been so good. I have been languid and worn-out and yet feeling 
a certain amount of nervous tension. I had an extraordinary 
dream last night. 

“It was about an aunt of mine who has been ill with nervous 
trouble snnilar to mine. I said to her, ‘I will treat you.’ Ap- 
parently I was a physician. The room was like this and she lay 
down on a settee like this in the same position as I am in here. I 
was behind her as you are behind me. I asked her about her 
symptoms and while doing so I was massaging her head. And, 
this is the extraordinary thing, although she is nearly seventy 
years of age I felt more intensely sexual than I have felt for 
years and years. I was thoroughly enjoying myself, but before 
it came to a climax I awoke. 


The sexual feeling in the dream was as strong as it can be, 
stronger than in my sexual relationship with my wife.” 

This dream, or rather the main interpretation of it, explains 
w y a man can be married and yet on account of a mother- 
atmn still suffer from a lot of undischarged tension. The 
psychopathology of this man’s condition, and of anxiety states 

is revealed by this dream. It is as follows, 
he infant s developing libido or emotional energy naturally 
attac ^ itse to its mother, and if this development, having 
reac e a ^xual level, fails to become attached to another 
woman^, i^ first and most virile fruits are, as it were, locked up 
in mo er s stomhouse. With the subsequent rejection of mother 

early se.xual energy suffers repression, 
Iwtobjea* repression from consciousness of mother as the 

storehouse of energy fails to be transferred 
locked UD remains for ever as it were 
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In the dream this patient was, through the equivalent of a 
masturbatory act (massaging the head), tapping this source of 
sexual energy and he found it more abundant than that avail- 
able for his wife. This was possible only because he was asleep, 
but even then the censor was sufficiently alert to prevent the 
final relief of tension, and to awaken him before this could 
occur. Compare his adolescent habit of inhibiting the orgasm 
when masturbating. 

Tha^ is why he felt during the following day a certain amount 
of nervous tension. It had been mobilised and promised relief, 
as in his other sexual experiences both of adolescence and of maturity 
this final relief had been interrupted by the vigilance of the unconscious 
censorship. 

As a result the only outlet it could find was in the process of 
symptom-formation. 

An instance of the liberating effect of free association of 
thouglit under analytical conditions is shown in the fact that this 
patient declares that he has had more dreams in the fourteen 
days of his treatment than he has had in the previous fourteen 
years of his life. 
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intraders and naturally loses confidence and may become 
absolutely terrified of what is going to happen next. As there 
are no bogies outside, and those within are unconscious or 
invisible to the patient, the result is his complete mystification. 

This man’s initial improvement was due in part to the un- 
covering of his mystery, and in part to his illusion that having 
now discovered his enemy he would have httle or no trouble in 
completely mastering him. He was partly right and partly wrong. 

Symptoms are only possible when the conflicts responsible for 
them are unseen and unknown. On the other hand, when our 
enemy is detected the fight is not over, perhaps it is only about 
to commence on an open or conscious plane, . 

In practice it may be discovered that this “enemy” is really 
no enemy at all but only our very selves, our deeper selves 
whom we had previously refused to recognise. 
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CHAPTER XVI 


EPILEPSY AND HYSTERO-EPILEPSY 

No claim, is made that the typical case of idiopathic epilepsy is 
subject to psychological cure, though each case which I have 
personally investigated has shown a variable degree of psycho- 
genic factors in the production of fits. A matter which I think is 
commonly missed or ignored by neurologists is the fact that 
even the typical epileptic can be, and often is, subject to psycho- 
logical tensions which, if not directly responsible for the origin 
and continuation of his fits, invariably have some influence upon 
their frequency and severity. But apart altogether from the 
symptoms of epilepsy itself, such patients are often suffering 
from a concurrent psychoncurosis more apt to be ignored by 
doctor and neurologist alike on account of the fact that they 
have the major epileptic symptom. 

A case that came to my notice the other day was that of a man 
of forty-one who had suffered from both major and minor 
epilepsy for eighteen years, since he ^vas ttventy-tlirce. The 
point of interest Nvas that his attacks had become very much 
worse during the past three years, and what is more, it was only 
during this latter period that he had taken to worrying in 
almost an obsessional manner about them. Of course, he ex- 
plained the worry on the grounds that they were now so very 
much more frequent, the major attacks being as often as once 
a month and tiic petit mat as frequent as half a dozen times a 
day, despite every effort on the part of the neurologist treating 
him to control them by an increase in his regular barbiturate 

The history of (his alarming exacerbation in his symptoms 
was of particular interest. It occurred in the early yean of tlic 
war when the drug which he was habitually taking (promlnal 
grains 3 t.d.s.) became unprocurable. He was already frightened 
when tJicy put him on an equivalent dosage ofepanutin. Sure 
enough, wiUun a week lie Iiad an attack oC grand mat and im- 
mediately his worst fean were confirmed. From tliat moment 
the attacks of petit mat became a daily itutcad of a weekly 
*95 
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occurrence, and instead of as previously almost ignoring his 
affliction, he became obsessed with worry about it. The history 
of his past three years has been one of continued obsessional 
worry, insomnia and epilepsy, with sometimes as many as six 
attacks of petit mal per day. No amount of medication has been 
able to arrest his grave condition. 

On investigating his current sex life, a step usually ignored by 
the neurologist with his attention focused exclusively upon the 
epileptic symptoms and their medication, it transpires that from 
the moment of “the incident” of the unobtainability of prominal 
and the substitution of epanutin with this tragic sequel, he has 
practically lost all sexual inchnation, having had sexual rela- 
tions with his wife only once or twice in the course of the last 
three years and not at all for the last two. These recent symptoms 
anxiety, worry, insomnia and asexuality — taken together 
leave no doubt in the mind of the psychologist that this patient 
IS suffering not only from idiopathic epilepsy, as he has been 
from the age of twenty-three, but also from a superimposed acute 
anxiety state. The psychopathology of his condition is therefore 
bnefly as follows. 

When,^ three years ago, he found he would not be able to 
obtain his accustomed prominal, he was afraid. This fear was 
confarmed and underlined by an attack o£ grand mal. The result- 
ing rig t put a stop to his natural sexual rhythm, for though 
epi eptics are known to be sexually sub-normal — an ob- 
serva ion which I think has not claimed the attention from 
neurologists which it merits— this patient had been in the habit 
relationship at least once or twice a month, 
s rig e ectively stopped his libido from pursuing its natural 
giving and tension-reducing course through sexuality 
resnltpd^^^™* resulting tension being denied its outlet 
qional ^ uction of anxiety symptoms including obses- 
sional worry and some insomnia. 

interest for the psychologist is that the 
S W nZ epilepsy, particularly those of 

in time' with°tff^ ^/requent as six times a day, was coincident 
damminp- nn ^^°PP^”g of sexuality and resulting 

for ,He S 
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occurrence, and instead of as previously almost ignoring his 
affliction, he became obsessed with worry about it. The history 
of his past three years has been one of continued obsessional 
worry, insomnia and epilepsy, with sometimes as many as six 
attacks of petit mat per day. No amount of medication has been 
able to arrest his grave condition. 

On investigating his current sex life, a step usually ignored by 
the neurologist with his attention focused exclusively upon the 
epileptic symptoms and their medication, it transpires that from 
the moment of “the incident” of the unobtainability of prominal 
and the substitution of epanutin with this tragic sequel, he has 
practically lost all sexual inclination, having had sexual rela- 
tions with his wife only once or twice in the course of the last 
three years and not at all for the last two. These recent symptoms 
— anxiety, worry, insomnia and asexuality — taken together 
leave no doubt in the mind of the psychologist that this patient 
is suffering not only from idiopathic epilepsy, as he has been 
from the age of twenty-three, but also from a superimposed acute 
anxiety state. The psychopathology of his condition is therefore 
briefly as follows. 

When, three years ago, he found he would not be able to 
obtain his accustomed prominal, he was afraid. This fear was 
confirmed and underlined by an attack of grand mat. The result- 
ing fright put a stop to his natural sexual rhythm, for though 
epileptics are known to be sexually sub-normal — an ob- 
servation which I think has not claimed the attention from 
neurologists which it merits — this patient had been in the habit 
of regular sexual relationship at least once or twice a month. 
His fright effectively stopped his libido from pursuing its natural 
pleasure-giving and tension-reducing course through sexuality 
and orgasm. The resulting tension being denied its outlet 
resulted in a production of anxiety symptoms including obses- 
sional worry and some insomnia. 

But the point of special interest for the psychologist is that the 
exacerbation of his attacks of epilepsy, particularly those of 
petit mat, now often as frequent as six times a day, was coincident 
in time with this fright, stopping of sexuality and resulting 
damming-up of libidinal tension. Does it not appear that this 
libidinal tension, unable through anxiety to obtain an outlet in sexuality, 
is responsible at least, not only for his crop of anxiety symptoms, but also 
for the augmentation of his epilepsy, even if the same process is not 
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responsible for dre existence of aU Ure phenomena of 

idiopathic epilepsy? treatment in this case, in 

li my opinion, the togs for epilepsy, 

addition to the regular a acquned anxiety state, 

would be psychotherapy „f treating tliis patient, but 

I have not yet had the was successfuUy 

one would expect of his sexual life 

results would ensue. > _ u^r^rf. his shock: 


cd DCiorc uu oxxww. 

at least to tne Qcgi« of his grand and petit wa* 

and tivo. a reducuon °f was habitual to bun 

attacks, at least to the n^ord.^« Even if such hop« are 

before the occurrence of to mg ^ neuiologuU 

extravagant, a matter w plagued by an obsessional 

is the fact that thw man is symptoms of anxiety, 

worry, together mth many tj,csc would certainly 

and the psychotherapeuti 

make his life far more ^ case, diagnosed as epilepsy. 

The foUowing is *® of analysing to a stage when the 

which I had the opport^^ ?„ou7of hysterical symptoms- 
major attacks disappear^ m fawur y f the 

Hj^Uro-EpiUpsr- A occasional Bts. which come 

past eight years he has total unconsaousness. and 

without the sUghtestw:^ng, nc 

nights, headaches, mental comm ^ ^ symptom, he n 

room allotted for „,rccssbc suU-birtlis. 

great speed. - — 

Family History- 
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he experienced extreme poverty and insecurity. In adolescence 
(seventeen or so) he fought his father, whom he had always 
hated, knocked Hm unconscious and left the house. 

The patient has been married for about fourteen years and 
has one child, a daughter, aged thirteen. His sexual life, since 
the birth of his daughter, has been coitus interruptus. The 
frequency of intercomrse gradually diminished and it seemed 
that an increasing irritability, particularly towards his wife, 
took its place. When his attention was drawn to this, he made 
strenuous efforts to suppress it. He succeeded, and soon after 
he had his first nocturnal attack or epileptic fit. 

Physical examination has revealed no signs of organic disease. 
Wassermann and Kahn blood tests proved negative. 

Outline of Clinical Notes: The great mass of material produced 
by this patient during a long analysis had to be sifted and 
classified for the pmpose of clear presentation. AU the material 
is relevant to the psychopathology of his fits, but it may be 
enough for present purposes to give brief representative extracts 
rmder the following headings: Childhood Traumata, Sexual 
Elements, Aggressive Elements and Self-mutilation Elements. 
AU are interrelated, though the aggressive elements appear to 
be the most abundant. 

Before analysis,” every fit had been totaUy unconscious and 
unremembered. Description by his wife showed them to be 
typicaUy epileptic or epileptiform. They occurred regularly, 
during sleep, between 3 and 4 a.m. Before analysis the patient 
denied aura; on the other hand, his wife said his face would 
blanch momentarily before he coUapsed. There was a single cry 
or sormd, total unconsciousness, a momentary spasm or stiffness 
foUowed by clonic movements. The tongue was frequently 
bitten, bed-wetting had occurred, serious injuries — ^including a 
comminuted fracture of the arm — had been sustained, and 
after the fit the patient was in a post-epileptic amnesia for 
several hours. UsuaUy he had to go to bed, or remain in bed, 
for the rest of the day. 
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rn't^e produced on the 

the emodonally charged material. It seerus ma^^^ ^ 
characteristics of epilepsy, the fits became 
epUepsy. and finally those o^ l ^^en a.^ infant-parent emo- 
ClinicaUy. everything leads back . , . ^levant to 

tional relationship, and. th^ore. it is particular y 
begin with a reference to this. 

CHILDHOOD traumata 

Here is a verbatim “ ““^ent— twTrooms. Night 
“I was a little boy. We hve in between the 

after night, i father struggling ivith 

bedroom and the hving- ’ • „und the room after my 

mother. Father shrieking ^ jjn would 

mother. Mother ^nekmg too^wd ™ 

catch her and swing her by j happened to me. . . . 

happening to my mother! .^^Or „ 

I felt it was happens <,^o„ot speak.) 

(For a ntonient he ehok« a 


hokes and cannot spea^d 

“. . .Perhaps it was a I feel the cause of the 

“I have got a job to speak sont'P” of those occasions 

trouble is not far off. P«haps « I ^ day 

that something happened, ° ^ n the memory of aU th 

after day-the continuous memory. Damnable 

sort of thing. It made a deep My poor '"“dier- 

rows, shoutings, ravings „gs and s 

.iThat Christmas' N“ ” “Jgs. My mother w« sta^^^ 

Lt but Sw she managed to “shouW suffer! It’s 

noodmothe.sh-ldbetrea.ed^;t^^^^ 

rgtrHt“likemVd-m-^^^^^^ 

^ll^^stkorefit while he rememb^ these 

slow, tense movements oi 
guttural sounds. 
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Let us pass on to an example of his remarks on the sexual 
elements which contribute to his emotional tension and to the 
tendency to its discharge in fits. This material is not nearly so 
abundant as the aggressive elements to be described in the next 
section, but all are closely related. 

He dreams of sexual approaches to a “most lovely woman. 
She was pure like the Madonna. She was all for me.” 

“There is a terrible thought I had as a boy. I have always 
been trying to forget it. It was when my mother was dead.” He 
relates how he%as deeply upset by sensual thoughts of touching 
his mother. 

“I believe I only dared to think this after she had been buried 
when it would have been no longer possible to do it in reality. 
It was a most exciting though a terrible thing to think. It 
gives me a sort of agony. I wish I had never thought of such 
a thing.” 

He complains that the dream should have culminated in a 
nocturnal emission. “I never have that. As a result I feel the 
tension is still there. In the dream I felt I must have sexual 
intercourse with her. It would be terrific. It would pull my guts 
out with its terrific intensity. And that is like a fit only there is a 
terrific frustration. I can’t touch her. If I don’t I shall kill her 
instead. It will be like murder. I can’t. It’s like being on the 
Cross. Yes, it is.” 

He starts having a fit on the settee. He screws up his hands 
and arms, writhes and struggles with himself and goes livid, 
ejaculating groans between his clenched teeth. Presently he 
continues: 

“That is like the Cross — terrific ... to get an erection like that 
turns your inside out. You can’t do it. Like murder! Like the 
Cross'” 

To keep him talking, I ask: 

“WAo is being murdered on the Cross?^^ 

“I am. The mother on the Cross. The girl! It’s the agony of 
being raped.” 
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Ind amychological mutilation (or “rape”) of hinucK The fit is 

the dramatisation or Aggressive 

In the following section, under „ “,3 also 

Elements, we shall see that Ae corn aggressive 

true, namely, that if he at^ieves 
urges may be robbed of their power or intensity. 

aggressive elements 
The patient learns that he is not 

for which he has ^ /bX bU my hand. I loohed at it 

“I was standing up when a ^ ^jaby in the face 

and saw scratches on rny ^ of bursung 

Thf* babv’s eve came in the way a 

te eyebafi. I couldn't do it It was too terrific. 

In free association he says. ^^by. I’d hke to 

“The dream is something hie a fiU^b^ manager for Ins 
bite off the manager s car. ( . of ,he eyeballs would 

failure to get promotion.) orgasm, 

be a terrific fit.” Later he c p deliberately had a 

He then tells me Sunday service. . 

conscious fit in church ® ^joe manager, working up a 
“I had been thinking “{’“'‘V^bberately went to the back of 
phantasy of revenge on and I let the feel- 

the church, where 'of me. I it happen and I lai 

ingsofkillingliim get the better ol me 

myself out in a fit. ,„„,ediing like this. I would go to » 

“The phantasies were som g j.j jjj bim on tlie head 

office while the manager 'vasj ^ ,bat is, cucify 

I’d takefourrusty naih andn^ 
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castration feelings are more realistic when the eyes are used as 
conscious symbols (cf, Oedipus).* ^ 

He then continues; 

“I know it is abnormal. I know it’s murdering the father” 
(cf. childhood traumatic memory of his father). “But I don’t 
want to act a play. I want to do it. I don’t want to be a Hamlet; 
I really want to murder him” (the office manager). “Murder 
has go.t to be done. Then I could have my revenge and get well. 
It is only by revenge one can get well, otherwise it is bottled up 
and causes a fit. I thought aU this in church and then I thought, 
‘What am I to do? I’m in a helpless position like I was as a boy 
watching that swine murdering my mother,’ Because I was 
helpless I had to stick to my crucifixion. I thought of those eyes 
coming out or bursting, and then I flopped out and started 
having my fit. I murdered myself instead. 

“It did relieve me a bit, though it could not have been a very 
bad fit; and, strangely enough, that night I felt sexual and had 
an unusually satisfactory intercourse. 

“And this was the curious thing. On Monday morning I 
wanted to go on with the revenge phantasy against the office 
manager but it wouldn’t come. It had lost its spunk. It seems 
I’d got rid of the poison by having had the sexual relief.” 

Is this evidence of a relationship, at least in source of energy, 
between sexual tension and the tension which produces the fit? 
If it appears that sexual relief robs the fit material of its energy 
(rather than weakening the power of controlling fits), the corol- 
lary would be that inhibition of sexual satisfaction at least con- 
tributes to the energy of fit production. 
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the dam and precipitating the burst — or, as in the case last 
Easter, a series of bursts. 

“Can’t you turn the thing off at the main — cut off my penis 
— castrate me? That’s the cure!” 

Is it possible that the fright he got at his first, and only, post- 
pubertal masturbation caused him so to dam up his libidinal 
energy that its only outlet became the bursting of the dam in 
the form of a fit, and that the condition he has produced is still 
one of such tension that sexual outlet may sometimes be in- 
adequate to relieve it — a weakening of the resistance rather than 
an adequate discharge of the tension? Is he still so frightened of 
adequate sexual outlet that he mosdy holds it in until its only 
outlet is the fit (which he has since similarly feared)? 

There is much evidence that the patient’s strong aggressive 
tendencies towards those in authority over him (father-figures) 
are a direct re-living of the frustrated hatred he felt towards his 
real father when, as a child, he watched him iU-treating his 
mother. His hate, including the violent phantasies of revenge, 
is not confined to his present superior, the office manager, but 
applies to almost every one of the several managers and similar 
figures that he has had over him throughout his life. The 
identity of the aggressive tendencies and phantasies with those of 
his childhood is perhaps revealed more clearly when he comes 
to experience them toward his analyst during treatment. 

The analyst, after being violently attacked in his role of 
father, thereupon immediately becomes a mother figure, and 
the most real emotion the patient experienced during his sessions 
was the agony of remorse (self-reproach, self-punishment, self- 
mutilation) following some such attack, when he discovered that 
in his own mind it was a mother-figure which he had attacked. 
A process similar to this in infancy led, in his later life, to his 
fear of, and renunciation of sexuality as well as aggression. More 
than anything else it was his reaction to such a situation as the 
above which produced the conscious fits during the sessions. 

AGGRESSIVE AND CASTRATION ELEMENTS 
WITmN THE TRANSFERENCE 

For instance, he began a session with a few minutes’ silence, 
followed suddenly by a violent, conscious fit. On recovery he 

‘‘■^Jhen you said you could give me only half an hour I had 
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“Then, 1 thought of all Ij'>;rS''SuTd ye not watch 
order that I shall get better. g > ^ jj^^n 

vrith Me one hour?’ You have wat^^ ^ ye 

kind to me to make me bette . j^nd 

for me. I had murdered you j murdered the 

legs, and you were the v j should have murdered 

gfod one. the innocent one^motljer).^! shoul^^ 

myself. It’s one long terro . , . meets something very 

like hot meeting Somet^ g (Hate meets love ) 

cold, black meets white, and j it is an 

I rush aU hot to murder my a* and the 

innocent person (m^her) whom ^ es 

murder feeling turns inwards. I murd ^ y j 

I beat myself, clench my hands a d g ^ ^g„„y_ 

wriggle in agony. Uck myself, break my 
that’s what the fit is. 

DiscusHcn and hn« 

admitted that although s>=v«n[^h " _j^^pp„„nce of the 

as a result of psychotherapy, d.minuUon both 

epileptic (unconscious) 6“’ “ hysterical (conscious) fits, and 
in frequency and intensity of ^ disappearance oflm 

also i^arked character chang^ ^ considered od^'soh'e 

iSESfiliiSSSSi 
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In considering inherited characteristics, may we suggest a 
comparison between the violence displayed by his father out- 
wardly and the violence displayed by the patient inwardly in 
the form of a fit? His father broke everything and everyone in 
his environment; the patient broke his own arm. The successive 
repressions, first of sexuality and then of aggression, observed in 
his personal history, immediately prior to the outbreak of the 
fits, are revealed by analysis to have had their equivalent in his 
infancy and early childhood. There is evidence that his first 
emotional difficulties arose when he found his sexual impulses, 
still incompletely differentiated from aggression, tending to 
direct themselves towards his mother. 

He was too small to attack his real father, but this “devil- 
father” within himself he could and did attack, on behalf of his 
beloved mother. It ^vas thus that he came to suppress his 
sexuality, which process is later revealed as an inhibition of 
adequate sexual indulgence. Subsequently, he had perforce to 
suppress also the aggressive tendencies which were apparently 
reinforced in consequence of the sexual repression. 

As a child he witnessed his father’s behaviour, took sides wth 
his mother, and directed his violence against violence. It was 
this violent suppression of his tendency to violence which 
occasioned the outbreak of the fits. In technical language we 
would say that the instinctual aggression within him was handed 
over to his super-ego (conscience) and directed against any 
aggression or ^sexuality still tending to be discharged by his 
instincts.- The process is called anti-cathexis. Aggression had 
now become a super-ego force directed against the original 
instiqcts of aggression and sexuality. So the battleground which 
his father pitched in the domestic parlour was aU, as it were, 
within ;the person of this patient. 
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father”. Immediately his aggressive urge, already in vioient 
motion, IS arrested and turned back upon himself, and he suffers 
the agony of its violence. He wrestles Nvith himself in a fit. 

Though he rushes at everything like a bull at a gate (and ' 
probably for the same reason as a bull charges a gate, namely, 
inadequate sexual relief}, he nevertheless keeps pleading for 
hypnotism or castration as the only cure. He wants to solve his 
problem in the usual inverted Oedipus fashion, namely fay sub- 
mitting to a good father image, having his aggression and 
s^uaiity removed (castration) and becoming a “good” and 
innocent” person hke the mother. Perhaps the fits were a form 
of self-castration, an unconscious or automatic way of putting 
his “cure” into operation. They certainly left him distressed 
and ill ivith the psychology of a “damaged” person. 

If his psychic energy has been inhibited from developing 
along the two great primitive paths of discharge, that is, through 
the aggressive instincts and Ac sexual, and if in consequence 
the tension becomes too great to hold, there remains at least one 
still more primitive path open to it, namely, the paA of the 
undeveloped and unorganised motor innervation which existed 
from birth. It was along this path Aat the surplus of lus emo- 
tional tension found its outlet in Ae form of a fit. 

That the process of fit-production has sometliing in common 
wiA such major hysterical phenomena as somatic conversion 
and convulsions is made evident by the actual transition during 
treatment to manifest hysterical fits. Tensions which formerly 
were apparently meaningless and devoid of psychic content and 
which produced unconscious (epileptic) fits have, as a result of 
treatment, become linked with their original and appropriate 
memories and ideas. In consequence, Ac tension or aficets have 
been invested wiA psychic content, and their discharge hjs 
become conscious and relatively under the control of iJic ego. 

.The corollary to this clinical maiufcslalion is obviously that 
the reverse process was responsible for Ac former epileptic 
nature of the fits, namely, Aat a successful repression from 
consciousness ofliighly charged memories and thoughts left their 
charge, Acir tension, or affect, no alternative but to discharge 
itself automatically through Ac musculature (as though it were 
a force independent of Acps>clic), in opposition to the ego, and, 
therefore, at Ac expense of consciousness. This is what look 
place in Ac epileptic fit. 
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The reduction, almost to vanishing point, of the epileptic fits 
(he has had only one in the past two years), and the advent of 
conscious hysterical attacks as a substitute, would indicate that, 
in this case at least, there is a relationship between the sources 
and mechanism of epilepsy and those of hysteria. The question 
arises; How many cases of so-called idiopathic epilepsy have a 
similar psychopathology, and are therefore similarly subject to 
amehoration by psychotherapy? 



CHAPTER XVII 

OBSESSIONAL NEUROSIS 

It may appear contrary to orthodox usage, to pJace Ob- 
sessional Neurosis under the heading of “More Severe Ill- 
nesses’ ^ and separated from the other favourite psychoneurosis, 
Hysteria, by so strange an intruder as Epilepsy. After placing 
Hypochondria, a symptom-complex most constant in Involu- 
tional Melancholia, and Drug Addiction in the group of the 
Hysterias, it may seem that I am again flouting the usual text- 
book order by this further example of arbitrariness. 

In extenuation I would point out that this unorthodoxy is 
more apparent than real. This case of obsessional neurosis really 
follows on the cases of hysteria. The descriptions of “The 
Epilepsies” here given are really descriptions in the first instance 
of an anxiety state in an epDcptic and in the second of epilepti- 
form symptoms in an hysteric. And might not the “blackouts” 
in the first two cases of hysteria there given, if they were re- 
current, be regarded as epileptiform? The object has been to 
show that there is no t nccessanly any sharp line of demarcation 
between psychogenic illnesses — not even if some of Uicm arc 
labelled epilepsy. 

All that has been done in our liithcrto general arrangement 
of progressing from simpler to more complax or from minor to 
more severe psychogenic illness is tJiat we have drawn a line 
part way through the Hysterias, labelling the illnesses below 
the line ''More Severe”-^as jadeed they arc— and beginning 
with a consideration of hysterical mechanisms in epilepsy and 
an epileptiform expression of hj-stcria. 

In proceeding to a case of obsessional neurosis I am still 
following tile general principle of progress to more severe ill- 
nesses. For thougJi minor forms of obsession arc' as common as 
or commoner than minor h^-stcrias, and arc indeed an ingredient 
of so-called normality, severe forms sucli as tliat here described 
arc graver than hysteria. Their nuclear root lies in .in c.yUer 
fixation of the libido. Wlicrcas the nuclear root of h>sicria is the 
Oedipus complex or the genital level of hbidinal organwalion, 
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that of obsessional neurosis is pre-Oedipus, namely the anal 
level, and very severe cases may be regarded as intermediary 
between psychoneuroses such as hysteria on the one hand, and 
psychoses with oral fixation levels such as manic-depressive 
psychosis and schizophrenia on the other hand. Indeed they 
have been known to deteriorate from the character of a psycho- 
neurosis to definite evidence of the last-named psychosis. Thus 
we see that this case is rightly placed in our order of progress 
from the less to the more severe psychogenic illnesses, 

, A Case of Obsessional Neurosis'. It is some time now since I was ' 
consulted by a bland young man with a strange request. He 
asked me if I would kindly explain to him exactly how one 
performed the act of sexual intercourse. 

Reflecting that cats and dogs and even the stupidest of 
animals have little difficulty in performing this act without con- 
sulting a medical psychologist, I recognised that this enquiry 
on the conscious plane showed some deficiency in the uncon- 
scious, and I was not disposed to emulate the authors of some of 
our banned books, nor may I add to emulate those preoccupied 
with the even more morbid tendency to ban, so instead I asked 
him to tell me everything which led him to come and make this 
unusual request. 

The story that unfolded itself was that, in spite of affectionate 
desires towards members of the opposite sex, he had attained 
the age of twenty-eight with only rare instances of any physi- 
cal contact, and this only of an affectionate nature. He had 
never fallen in love, nor had he ever attempted any sexual 
approach. 

Now, suddenly, this had been thrust upon him. An older 
woman of his acquaintance was endeavouring, with his con- 
scious acquiescence, to accomplish his seduction with a view to 
securing him as a husband. He had tried his best to play his 
allotted part in the situation, but had failed most miserably. 
Therefore he had come to a doctor for instruction. 


In short, this young man was truly and completely impotent. 
Some degree of impotence in men, like its counterpart, frigidity, 
in women, is perhaps the commonest manifestation of psycho- 
genic iUness. In this case the condition was unusually extreme. 
Nevertheless I do not wish it to be thought that every case of 


complete impotence has such a very morbid psychopathology 
as was disco veredMn this instance. 
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I contented myself with indicating to the patient that he was 
in the hands of forces inaccessible to his conscious control, and 
that no amount of conscious instruction or knowledge tvould 
•make one iota of difference to his psychosexual functioning. 
Therefore he had best resign himself to the facts of his nature, 
and cease to torment himself by fruitlessly trying to coerce ius 
nature into behaviour of his conscious choosing. The latter is 
superficial, the former deep-seated. 

He left me obviously dissatisfied and determined to persevere 
Six months later he consulted me again. The most extra- 
ordinary things had happened. Far from accomplishing Ius aim, 
he had on the contrary found it increasingly difficult even to 
attempt a physical relationship ^vith a woman. Instead, he was 
finding himself more and more preoccupied, not with sexual 
worries, but with compulsions, obsessions and phobias which 
were threatening to make his whole life a perpetual misery. 

The central point of these preoccupations was the idea that 
he was contaminating everything and everybody ivith wliich 
and with whom he came into the slightest physical contact. 

The transition from his original difficulty to his more dis- 
tressing present difficulties had come about somewhat os follows. 

In anticipating physical contact with his friend he had first to 
make sure that he had carefully performed his toilet, that Jus 
hands were scrupulously clean. 

Subsequently, this was not enough. He had to take the pre- 
caution of a bath. The precautionary need increased and he 
had to indulge in two or three hand-washings and exen in a 
succession of two batlis. 

Finally, in spite of all this ovcr-cicanlincss, he did not fed clean 
enough to approach her at all. So that ended that situation! 

His next compulsion was to get away from die hold in wliich 
he lived, or to induce her to rcraoic. But even when tiiis furiJicr 
operation had been accomplished he found himself hi no better 
position, for the precautionary cleansing of liimsdf continued 
and increased. 

His aim was to ensure that he would on no account sprwd or 
disseminate his bodily matter on to any persons or things in his 
vicinity. The hands, being tlic diicforgan for tliis disscminalion, 
came in for the familiar ritual hand-washing ceremony, lie 
would wash liis hands tiircc limes in three separate changes of 
water, and if he could not use a clean towel for cadi ur>»ng he 
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would make sure that it was a different part of the same clean 
towel that was used. 

Further, his face towel had to be folded with what he called 
the clean side inwards and it must be protected from any contact 
with his bath towel, which latter he felt was more heavily “con- 
taminated”. It was a constant worry to him that the maid did 
not carry out this precaution. 

In addition, he himself was constantly having minor “acci- 
dents” whereby clean, or uncontaminated, things would come 
in contact with the contaminated ones and the whole process of 
de-contaminating would have to begin afresh. 

The absorption of time was considerable, so that he tended to 
become increasingly late for his duties and appointments. 

Accidental contaminations accumulated, and resulted in his 
feeling uncomfortable throughout the day. For instance, when 
doing up his trouser button and before he had had time to wash 
his hands his coat sleeve would brush against this button and 
thereby he felt become contaminated. Subsequently contact 
between this sleeve and his coat would spread the trouble, and, 
in spite of his having washed his hands, contact of coat sleeve 
and outer part of his pocket would lead to a re-infection of his 
hand and the contamination of the entire contents of his pocket. 

Thus he constantly felt himself to be going about one mass 
of contamination. The mental discomfort which obsessed him 
throughout the day is indescribable. Further, he presently found 
that it was almost impossible to take a bath, for, far from this 
seeming to be the cleansing process which most people enjoy, 
to him it seemed that it spread contamination from the more 
contaminated parts of his body to every portion of its surface. 

His condition after a bath would be even worse than that 
before it, and the clean clothes which he would put on would 
immediately become contaminated from the surface of his newly 
bathed skin. 

The strange fact now emerged that, with all this super- 
cleanliness, he nevertheless did actually tend to soil his under- 
wear, though to a very shght but to him terrible degree. It 
would seem at first sight that his sphincters (bowel control 
muscles) were not under a perfect or normal degree of control, 
. but to this^ we must add the discovery that they were usually 
over-controlled in that he habitually suffered from severe con- 
stipation. ^ 
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In the couise of analysis it appeared that this “constipation” 
extended to all ordinary activities in life and even to his thouahts 
and mental processes. 

Thus ^ve see that this patient, who first presented himself wth 
a very evident conflict on the sexual plane, a conflict strong 
^ough to cause complete impotence, had now regressed to a 
similarly all-absorbing conflict on what in psycho-analysis ould 
be called the anal level of libidinal deveJopraent. 

This conflict was expressed physically by his sphincter in an 
alternating excess and deficiency of control, and mentally in liis 
“contaminating” accidents and in his cleansing rituals. 

ICs interest in the opposite sex, and indeed in all -sexual 
matters, had practically disappeared. Instead, we find almost 
his whole life preoccupied in dealing with these auto-erotic 
excretory activities. 

, This IS a very severe neurotic illness the structure and 
mechanisms of which are not very far removed from those of 
that perhaps most distressing of all mental dJnesses, namely, 
melancholia, or ‘more probably, a depressed phase of scliizo- 
phrenia. Before we ask ourselves the question as to what hope 
there is of alleviating this miserable stale of affairs ue must ask 
what light analytical investigation can throw upon its psjclio- 
pathology. 

Fsychopaihology: Early in treatment he brings me the [allowing 
dream; “My mother was lying in bed. She seemed to be Icmbly 
ill. She had had some operation and I thought she uas dying. 
Somehow I felt it was all due to something that 1 had done. I 
felt awfully miserable and wished that it had not happened. I 
felt that I would do anything and cveryUung in my poucr if 
I might have prevented this or if I could undo it.” 

}Jis to "lying in hcd‘*isius woman friend l^jing in 

bed. With reference to ‘'operation” hesajs “ciuldbirtli’ , and in 
reference to somctlung he had done to her he suggests^ first 
“sexual intercourse” and subsequently “contamination . In 
association to “prevention” he says “preventing tlic contaminat- 
ing no matter how much trouble X take”, and the undoing is 
similarly “eradicating or cleaning up even liic slightest con- 
tamination”. „ 

With regard to “terribly ill” be makes the further illummaiing 
remark: “/ am tcrnbly ill.” In this wc see an clement of 
identification witli his mother. Tliis is further brought out m 
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the latter part of the next dream, though at the beginning of 
this dream he shows a tendency to identify himself with his 
father. 

“My father and I were playing golf together. We were in the 
club-house. He asked me to have a glass of beer. I refused. He 
kept pressing me. He got annoyed. We moved into another part 
of the club and again he asked me and again I refused.” 

The interpretation brought out by his free association of 
thought is that he is at first following father’s footsteps in 
ordinary normal heterosexual activities (the game of golf). “In 
the club-house” is the interior of his mother’s body where father 
and he are together. (This is part of the reason why he is 
impotent.) 

But then the situation changes, and his father begins to press 
his, father’s, attention upon him. This attention takes the form 
of a glass of beer which father presses him to swallow, that is to 
take in orally. With reference to the glass he says, “It was a tall 
glass — possibly a phallic symbol.” 

With reference to the beer he stresses its colour and remarks 
with disgust, “No wonder I refused it.” 

He then remarks that his constipation developed when he 
was living at home and was due to his hearing his father about 
the house when he, the patient, was in the lavatory. He says, 
“I felt at any moment that he might try the door and I got a 
contraction which made it useless for me ever to try to use the 
lavatory at home. That is how my constipation began. My 
father is a very pushing man.” 

After this the patient was silent and was unable to produce 
any more thoughts during the rest of the session. 

Finally, he said he wished I would talk as otherwise he feared 
I would get annoyed. I then interpreted to him that he was 
playing out this dream situation here and now within the 
analytical session. 

He responded by remarking that he now had some abdominal 
disturbance and would like to leave the room. This request was 
refused, but nevertheless he produced no more analytical 
material during that session. 

mi think it'^may be worth while giving just one more of his 
. but to- in or^er to indicate the relationship between bowel 
over-comrolletJr cultural sublimations. 

stipation. ’d to clear some rubbish away. I thought this is 
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not the kind of work for me to be doing; I mil see the manager 
and get something more satisfactory to do. 

Inlssociation of thought he _says:;‘Th. 
for osvchology.” He identifies him with me, the analyst. Clear 
[ng^hfrubSh away" he connects with h. decontammaUon 

“C'his most interesdng association is that of money. He says: 
"Yel"e‘lg r bought I would get -t my_^petso„al 

My idea was to make out a ,,„a- 

LTs rh as CdTd iXng. clothes, meals out. fares and 

'"“UnXrTuntmly, before I ^ 
feeUnginmy abdomen and aUmytowd^^^^^ j 
phobias started apm. I Mt ^ cu pp tematic basis and 
ThL^bes” Sr aTdf^onta /nation phobia crop up and 

Xttto:fymsXptdmbiima.ionrever.toi.prinuthe 

infiintfie 

abS"dismrba\cesim^«^^^^^^^ 

briefest possible epitome “f ® ,iow those iriio cmneomb 
If it serves no 0*=^ PU^|C,^>‘ „.cory that dm n a very 

LISvfSprmcnuUon of die subject. 
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To begin with psycho-analysis regards sexuality as an end 
product, or rather adult sexuality with its object-love as the 
highest organisation on the primitive level of a mass of less 
organised and more primitive component instincts. 

We will here leave out all the cultural displacements or sub- 
limations which comprise om* civilised life and occupy the . 
greater part of our conscious thinking and activities. Here we 
are concerned only with the ordinary animal mechanisms reach- 
ing their final organisation in object-love and sexual congress. 

As Freud pointed out many years ago, psychological develop- 
ment follows the pattern of physical embryonic development, 
only it is many years later in its correlated transitions. The 
embryo develops from the primitive streak and has a blastopore 
situated at its anterior, or mouth end, and subsequently an anus 
situated at its posterior end with incidentally an open connec- 
tion with the neural canal, long before it shows the slightest sign 
of a urogenital apparatus. 

In the light of this observation perhaps we should be less sur- 
prised to learn that psycho-analysis finds the life urges, pleasure 
urges, primarily connected with mouth, or oral activities, and 
later connected with bowel, or anal activities, long before any 
genital interests succeed and to some extent replace them. 

In short, psycho-analysis and our own clinical observations 
teach us that developmentally mouth erotism is superseded by 
anal erotism, and that only subsequently a similar and perhaps 
reinforced quality of erotism passes over to the genital organs. 

Put in another way and somewhat amplified, we may say that 
-the libido, or life urge, with its erotic quality passes through 
various stages of development before it reaches genital maturity. 

These stages are classified as (i) the early oral (mouth) stage, 
or sucking stage; (2) the later oral or biting stage; (3) the earfier 
anal or expulsive stage; (4) the later anal or controlling and 
retentive stage; (5) the earlier genital, phallic or clitoris stage; 
and (6) the final genital or fully developed adult stage of 
libidinal organisation. 

These stages are important chiefly because they carry with 
them certain characteristic psychological interests, preoccupa- 
tions and activities. 

For instance, they each characterise a particular relationship 
of the mind toN^e world of things and persons around it. 

The fir?t thr^in so far as they are concerned with objects 
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reveal on deep analysis phantasies of an '"“''poration, a taang- 

love of a person as sueh. whereas *■= ,t of the body 
include such things as intCTpt in a p Feelings of 

with relative exclusion of interes i P y t at the 
ambivalence, or love and hate *“““l!Xges^ 

same time, are charactenstics o ims fantastic it may 

It is only such a scheme as this, equally fantasuc 

sound, that will enable us to ^'sTat Wth which 

symptoms and preoccupations nf course is not an isolated 

we have here been deahng-andtte of co^e, s 

example °f - of thnnconsciom nund^^ 

unacquainted with *e hand-wasliing ritual is 

Indeed, such a aU compuUions, phobias 

almost a by\vord, and psychopathology aJmost 

and obsessions, may ^^^“S^rFurthermore, there is die 
identical with that ?f P“^“„d othenvise, not to mention 

erotogenic zones. r,^,u„ than this and Iiolds that all our 

Psycho-analysis goes fur sublimations by displacc- 

cultural interests and i„ such humble roots. An 

meat of Ubidinal patient's preoccnpaUon w.tii 

indication of this was given in me p 

money and accounts. ,o be particularly 

One may add that P^is ncluaUy turns out to be 

scrupulous in indcmrig and fib giien dic^h 

tire case. Nothing ‘>='‘8''“^,. n, some office where the bools 

ofelearingupamessor muddle ai so 

and files have been ncglcctirf. primiuse source of dia= 

Unfortunately his «8''5¥'““ ^ nVicicncy. as it rcsnljs m 
sublimations tidying dP ■''= 

S— , .nndcncy. m f^ 
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less this attempt on the part of his psyche was too anxiety-ridden 
to succeed. He remainecTimpotent. 

Anxiety increased and then came this tragic regression, or 
going back to the fixation point of his libido to the later, and to 
a less extent to the earlier, anal stage. His dreams indicate that 
a similar process had been experienced during his infancy. 

With the progress of libidinal development to the earlier 
genital stage he had become alarmed by his ambivalent and 
destructive phantasies directed towards his mother. He had 
feared that he was injuring, or destroying her. 

At the instigation of anxiety his libido had regressed to the 
level of anal phantasy, but there too this conflict was not 
resolved, nor probably was it resolvable, for at this stage the 
phantasies are markedly ambivalent. That is to say, while the 
infant expresses love by an excretory activity, he may at 
the same time phantasy that, like his behaviour towards his bowel 
content, he is controlling, mastering or even destroying the object 
of his pleasure and love. In consequence, while he indulges in 
this pleasure as a love act, he may at the same time try to curtail 
or eradicate it as a sadistic, or destructive, act levelled against 
the person, people or things which he loves. 

Of course, however repressed or unconscious these phantasies 
remain, they are still potent to disturb not only the bowel 
function but also the thoughts and conduct and, indeed, the 
entire mind, as was so evident in the case of this unfortunate 
sufferer. 
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Our only hope is that with the revelation of the fantastic 
nature of this illness and a remembering of the infantile phan- 
tasies which originally laid down its structure, anxiety may be 
sufficiently allayed to permit of a more successful hbidmal 
development to a genital stage and its absorption in object-Iove 
But to attain such an end the hbido will have long and 
tortuous paths to follow, indeed the paths of the earhest years of 
infantile development Some part of it must have travell^ them 
before or the present position would be quite hopeless Indeed 
even so analysis of such cases, though not exceptionally difficult, 
IS amongst the longest of all analyses, not excluding those of 
normal persons, characterological cases and psychotics 
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The case of obsessional neurosis just reviewed shows us how 
extraordinarily deep within the psyche the psychological causes 
of an illness may reside. It shows us also that in spite of this 
depth these causes may yet be analytically discoverable. 

We are now approaching illnesses of such increasing severity 
that their causation often appears to be deeper than any depths 
which we can plumb even by analytical investigation — although 
admittedly their manifestation is principally psychological. This 
may introduce us to the concept of undiscoverable depths within 
the psyche. Investigation of the manic-depressive and schizo- 
phrenic psychoses often suggests that their aetiology lies deeper 
than any mental level — ^lies in fact in endogenous processes, 
physical rather than mental, endocrinological, metabolic and 
biogenic processes. If this is so, we as psychologists are in- 
vestigating only manifestations of a disorder whose causes lie 
outside our province. The impression may often be that this is 
the truth. 

Nevertheless, if we hold the theory that mind-possessing 
organisms are subject primarily to psychogenic alterations with 
only secondary somatic effects, we must assume that some 
mental change, however biologically intangible, is primarily re- 
sponsible for the endogenous “causes” of subsequent mental 
phenomena. We aU know for instance that misfortune, frus- 
tration of libido, may change our mood and readily cause 
at least a temporary depression. Therefore it may be worth ex- 
amining some of the very minor types of psychotic disorder, 
however apparently endogenous, such as those of mild depres- 
sion, from a psychological point of view to see if there can be any 
psychogenic aetiology in these caises of more severe mental 
illnesses. 

Depression is a condition of mind so prevalent in this modern 
world of ours that its ultimate causation, whether in the realm 
of mind or body, certainly deserves every investigation which 
we can bring to bear upon it. 

In studying some case material, the idea may be borne home 
^ 220 
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to us that depression has been produced hy over-civilisation. It 
is as Aough in our efforts to adapt our primary urges to artificial 
conditions we frequently repress, crush or smother those urges 
instead of achieving their gratification, albeit displaced, tlirough 
the symbols or toys of culture. Thus the id is smothered or made 
miserable through its repression, but more obvious than tliis is 
the phenomenon of an outraged and vindictive super-ego {vide 
page 223), still active tn spite of the repression. 

The following case may show us some of the morbid processes 
by which this undesirable result is brought about. 

A young man comes to me in a state of acute depression. He 
can find no cause or reason for this. He has recently married 
and, in accordance with the wishes of himself and his wife, she 
is now in the early stage of her first pregnancy. 

Psychologically and biologically notlung could be better. 
Also, he says that for several months previous to this attack of 
acute depression he had had the happiest time of his life. 

“Why is it that this black cloud descended upon me.^ I was 
away in the Midlands on war work and was terribly keen to get 
back to my wfe. At last the opportunity came. I enjoyed the 
first week. Then I felt this trouble coming on. I cannot under- 
stand it at ah. Am I going mad, doctor? I get nervous about it. 
When one of these fits comes on I find it impossible to realise 
that I ever enjoyed anything, and yet I know that I did." 

Analyst: “ 'fVAen one of these Jits comes on.* Dojou meanjou have 
had these attacks before?" 

"Yes. I have had them periodically, at intervals of some ) cars, 
ever since I was fifteen. They last for a few months and then I 
am as contented as anyone. Apparently I go along quite 
smoothly and then ah of a sudden something comes over me. I 
am restless. I feel as if 1 had committed a crime. One section of my 
' mind appears to be fighting the other section the whole time. 
The first thing that strikes me that I am going mad. 

“I am a Roman Catholic. You know what confession is. Ml 
my trouble started overgoing to confession. I was about fourteen 
at the lime. I got it into my head that ah my confessions were 
bad. It seems to me that there were details in my past life I did 
not know were sins. When I looked back o\cr these periods I 
began to think they were sim. This trouble developed unul it 
got me into my depressed stale;. Have I made it clear?" 
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Analyst; ^‘Tou have not made it at all clear! What-for instancBi 
were the sins?” 

“Well, as a kid I used to play around with a little girl next 
door. I thought nothing of it and had forgotten these things 
until the age of fourteen when I was confirmed and had to go 
to confession. Then these molehills became mountains. 

“The curious thing is that although I went to the priest and 
confessed all these things — as it were put all the mountains 
on to the priest — nevertheless, I did not seem to have eased 
my burden in the slightest. On the contrary, I felt weighed 
down all the more. My worry grew greater and greater, with 
the result that to go to confession became something terrible. 
The burden that arose in my mind was greater than I could 
bear. So you see, doctor, even as a child I got into this morbid 
nervous state.” 

Analyst; “TAe confession should have relieved your mind. Canyon 
make any suggestion why your burden was increased? Was it that your 
confession did not seem to you to he satisfactory?” 

“That was it. I came away from every confession feeling as 
though I had made a very bad confession, as though I had 
failed to confess anything that really mattered and yet, try as I 
might, I could think of absolutely nothing more to confess. Isn’t 
it absurd that such a feeling should have obsessed me in spite 
of all my efforts to rake up every single crime of my early 
infancy?” 

Analyst; must take the feelings as Hrue’ and the truth as 
irrelevant. What are the crimes which your feelings of guilt suggest to 
you?” 

“Now you put it in that way, it occurs to me that about that 
age, fourteen, and after, I did have some crazy, morbid thoughts. 
You see, doctor, in the village where I lived there had been one 
or two girls who had had illegitimate babies, and in our com- 
v^munity this was alluded to with bated breath as though it was 
tii^ most terrible thing that could ever happen in this world. 

‘‘Somehow or other — I cannot explain how — this affected me 
most terribly. Now I can see why: it was as though I were re- 
sponsible for aU these pregnancies and perhaps for all the preg- 
nancies in the world, though to tell you the truth I had never 
so much as made the sHghtest sexual advance to any girl in my 
life, apart perhaps from some childish curiosities.” 

Analyst; ^"And did you confess all these things to the priest?” 
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“How could I confess them? They were not true. It \vould 
not have been speaking the truth to have said anything of the 
sort.” 

i^ALYSx: ^'But afUr your confessions you were left with the guxU- 
feeling as though they were true'* 

“I admit that my trouble was that I always felt that my con- 
fessions were inadequate, and yet try as I might I could think 
of nothing piore to confess. The consequence was more terrible 
than I can possibly express to you. I felt sometimes that as a 
result I was doomed to everlasting punishment.” 

Analyst; * ‘ What a good time you must have been having— 'that is to 
say before this terrible retribution look possession of you!’* 

“Good time! I do not know what you mean. I was having the 
most terrible time. This was the time of my nervous breakdown 
and of this acute depression-madness— soon after the age of 
fourteen. I do not understand how you can call it a good 
time,” 

Analyst: **Tbu do not understand it at present becauseyou are now 
in another recurrent phase of depression, but in the periods when you are 
normal and well and happy you are then hating that same good time all 
over again. That is why you have the attack of depression as retnbulton 
all over again." 

“What is the good time you alluded to?” 

Analyst: "Why, you had evidently made all the girts pregnant. It 
must have been highly gratifying. Perhaps there was no necessity foryour 
self-reproaches and retributions, far / can tell you on good authority that 
all the little girls thoroughly enjoyed their manifold pregnancies. Every 
doll they received occasioned in them no cause for self-reproach but only 
far greater delight. The trouble was you did not confess these things to 
the priest.” 

“I never thought of that before! You mean to say that is why 
my confession seemed to me so inadequate? And is lliat why 
my depression phases seemed to follow so incomprclicnsibly, 
especially after a happy period of cbu'on? I seem to see somc- 
tliing in it now. 

"Do you think, doctor, I shall go mad?” 

Analyst: "What is the thought tnyour mind." 

“Well, I know tliat I am sane at tl»c moment. For example, I 
know that if I were offered to drop bombs on Gcnnany 1 
would do it with llic greatest relish— I would even enjoy m>scJf, 
flying an aeroplane and dropping all the bombs tliat could be 
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manufactured into German cities— killing as many Germans as 
possible. 

“I could go on doing this with relish. It would do me good, 
but, and this is the point — ^when the war %vas over I would never 
get over it. My crime would come home to roost. I would be in 
a more acutely depressed state than I have ever yet experienced^ 
and that is saying a good deal.” 

The significance of such casual remarks as the above must 
never escape the analyst. The patient has told us in a nutshell 
the psychopathology of his illness. 

His primary impulses first obtain their release and gratifica- 
tion in the symbolic form of flying an aeroplane. His early 
aggression and sexual aggression obtain in symbolic forms their 
gratification. He drops his bombs — his libidinal explosions — 
anal and genital — into the defenceless body of the enemy 
“objects”, moreover, into its “cities”, and with it he experiences 
a period of satisfaction — good health, or even elation. 

But when the “war is over”, when the orgy is at an end, he 
goes to confess without confessing the crime, as after all it is 
only a phantasy and not a reality, and the penance is far more 
severe than that which any priest would prescribe. It is, in fact, 
his period of abject depression with suicidal ideas and phobias. 

Elis bombs are noAv being dropped upon himself. Thus we see 
the positive libidinal drive and its negative recoil both expressed 
in such a casual remark by a patient under analysis. 

A few sessions later this patient brought me the foUowdng 
dream fragment; “I met an old fidend of mine whom I have not 
seen for several years. I shook hands %vith him and asked how he 
was getting on. I appeared to be quite delighted at seeing him.” 

As this patient has never before brought me even a fragment 
of a dream it might at first seem disappointing that this dream 
should contain so little. However, as with aU analytical material, 
dreams, symptoms or phantasies, it is not the part that is ex- 
pressed and revealed that matters. It is always that which is 
imexpressed that contains the key to the whole situation. When 
asked to give his association of thought regarding this friend he 
said: “He was an exceptionally good footballer.” (Pause.) “I 
thi n k I heard about him lately. I heard that he was in gaol at 
the moment.” 

Ax.-vlyst: ‘‘What for?” 

“He got nuxed up with the I.R.A. I do not think he had 
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actually done anything, but on account of his associations he 
was under suspicion so they shoved him into clink.” 

Analyst: “iowr depression phase is nearing its end. You will soon 
be quite well again.'' 

I think you are right, doctor, but I do not see how you made 
that out. I would like to know.” 

Analyst; *^WeU,you have met your footballer so he ts evidently out 
of clink. The period of depression is over." 

“Ah, yes, I know it is over, but how didyou know?” 
Analyst: **WkQ is your exceptionally good footballer?" 

“My old friend, but really I am not at all interested in him.” 
Analyst; "What are you interested in?" 

“Myself. My condition.” 

Analyst; "And what is that?" 

“It is, or was, one of utter depression. For several weeks I 
have not been able to take an interest in anything, not even in 
my wife. I have had no sexual inclination for six weeks.” 

Analyst: "And in the night, just before you had (his dream, your 
sex inclination returned and you had tnUrcourse with your wife." 

“Yes, that is true. Now how did you know that?” 

Analyst; "Tour dream told me that the exeeptionally good footballer 
was out of clink. You met him and were delighted to see him. / may add 
that I have been delighted to see you getting better^ but if at any future 
date you should feel that the Exceptionally good footballer' is again under 
suspicion, whether he has been engaged in 'I.R.A.' acluilies or not, / 
should be glad if you would return so that we may incesligale and clear 
up these suspicions and obviate the necessity of going to clink even for so 
short a period as six weeks. You see, clink is erry uncomfortable, and 
besides there is always the danger of the condemned cell and that horrible 
dread of capital punishment." 

Tfie U'mc aifotted&r the session was over. The paticetc scented 
to understand. He got up, sJjook me warmly by the hand. 

Psychopathology: Tlic primary nature with which God cndoued 
this attractive and handsome joung man was perfeedy nornsal 
and hcaJdiy and innocent. In obedience to forces surging 
through him he, in his infancy, bcljavcd as he did and found tJic 
behaviour pleasurable, «hUaraling and hcaUh-giung. 

His was a happy infancy and a happy dnidhood. Whatever 
sc-xualiiy entered into it hardly deserved the name of sex as wc 
adults conceive it. Whether it w.as the roundabouu or swings. 
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dolls, toy soldiers, cannon, or anatomical differences between 
the sexes, it made no difference. It was just the pleasure urge of 
a healthful vitality. 

Then at fourteen two things came along. One was puberty. 
Nature in earnest driving him towards a fulfilment of her pur- 
pose. The other was the priest — ^his confirmation and the con- 
fessional — telling him according to his limited understanding 
that Nature’s purpose must in no wise be entertained, not even 
in phanta^. 

True, it implied that this might at a subsequent date be 
tolerated under the auspices of blessed matrimony, but the un- 
conscious was unable to appreciate this subtle distinction. It 
understood one thing, and one thing only; namely that the voice 
of God, which had hitherto been the voice of Nature, was now 
the voice of the Devil and that to hear it at aU would incur 
everlasting damnation. 

This damnation occurred, and has recurred periodically 
throughout the young man’s life. It is called attacks of recurrent 
depression. 

Moreover, self-examination, though here an unconscious pro- 
cess, was not limited to the present, it included a re-examination 
of the hitherto innocent past. Within that past it unearthed all 
the pleasure-phantasies of infancy and imbued them with the 
recently discovered guilt-feelings. In consequence the games of 
childhood, however freely enjoyed at that time, now assumed 
the evils of forbidden ecstasies. He could not even confess them 
— ^for he did not know what they were! 

But the condemnations which they exacted became for him a 
real emotional experience. “The exceptionally good footballer” 
was shoved into “clink” ; ^ and as all his vital and pleasure-giving 
urges were his “footballer”, the patient was living during his 
depressive phase a phantasy of utter castration, the full conscious 
equivalent of which coxild only be death. Hence his fear of 
madness and his phobia of suicide. 

I “This row of stews in Southwarke. 

. , Then next is the Clinke, a gaol or prison for the tresspassers in those 
parts; namely, in old time, for such as should brabble, frey or break the peace on 
the said Bank [Bankside, Southwark] or in the brothel houses, they were by the 
inhabitants thereabout apprehended and committed to this gaol, where they 
were straitly imprisoned” (Stowe’s Siarev of London). 

It is of interest that the imconscious always chooses the right word for the 
expression of its meaning. 
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would result inevitably in his being relegated for evermore to 
the eternal flames. The rest of his young life seems from that moment 
to have been occupied in watching that he committed no sin. This is more 
or less still his psychological position. Only by maintaining this 
precautionary vigilance and in addition avoiding any commit- 
ment does he escape attacks of acute anxiety. 

What sin could it be that so upset this patient at such an 
early age? What could have made him put his whole energy 
into the repression of “crime” and so produce the crime of 
repression? 

Had he been fourteen or fifteen years of age when the picture 
of Hell so terrified him one might have concluded that he had 
been indulging in sexual phantasies probably accompanied by 
masturbation. Such a conclusion would not have been disproved 
by the fact that he had no recollection of such a thing. Clinical 
experience shows that an amnesia (memory blank) of this sort, 
far from being evidence against the happenings, is further proof 
of the great degree of anxiety attaching to their memory and 
thereby causing their total exclusion from consciousness. It is as 
though he dared not remember such matters. 

What he does remember only is the negative side of these 
things, namely, the great fear of the etern^ flames. This fear 
was great enough not only to stop all sin {i.e. sexual indulgence 
or phantasy), but even to stop libidinal sublimated gratifications 
in the form of life’s gratifying activities — ^not only thoughts of 
engagement and marriage, but even every important business 
or financial transaction. Thus we see that the arrest of sexual 
life, if the arresting force is sufficiently powerful, includes the 
arresting of all life in the sense of its sublimated libidinal 
activities. 

Any tendency for his libido to escape either along its primitive 
paths or even in its sublimated forms arouses such intense 
anxiety that it is immediately driven back. The net result is 
that his “fife” {i.e. libido) is, as it were, incarcerated in a prison 
or tomb. Life is buried alive. The prevailing mental and emo- 
tional tone is depression. When instinct is frustrated depression 
is the inevitable sequel. Anxiety is the agent in causing instinct 
fimstration. This anxiety is occasioned by threats of super-ego 
vengeance. 

The psychopathology of the depressive state is that it is the 
conscious form of a general condition of instinct or id-repression. 



CHAP. XVIIX 


DEPRESSION 329 

But our clinical evidence shows us an even more surprising 
psychopathology than that above detailed. 

Undue repression of sexual urges can and commonly docs 
lead to a state of anxiety alternating with periods of mild 
depression. 

In the genuine case of even borderline melancholia the origin 
of repression of instinct can be traced back to a much earlier 
age than that ofgenitalsexualactivity. It takessomethingcarlicr 
than sex repression to produce the characteristic facies of the 
melancholiac. Amazing as it may seem, psycho-analytical evi- 
dence would fix the repressive process at a level of emotional 
development corresponding to the second half of the first year 
of life. 

It is as though the infant encountered a liostilc ivorld or 
perhaps had some experiences which induced in him the 
phantasy of a hostile world, a world which hated his instinctual 
pleasure urges, at that time predominantly at the oral (mouth) 
level of gratification. Up to tlien he had identified Jumsclf with 
his pleasure urges, but now it seems he liad to begin to take 
cognisance of this external world and to idcnufy himself witli it. 

Psycho-analysis expresses this by saying he mtrojected this 
external object Into liis ego. Thereby Ids psyche formed a super- 
ego almost entirely of introjccted hate. Such a super-ego, or 
conscience, will be forever reproaching him for any and every 
libidinal or pleasure-seeking drive, in short, for every imunct 
urge. 

Thus his instincts, the source not only of pleasure but of his 
very life itself, arc constantly under the inhibiting reprimand 
of an uncompromising conscience. He lives os it were, if life it 
can be called, under the tyranny of a severe super-ego. fliis 
repression applies not only to Uis sexual instincts, or to their 
recrudescence at puberty, but to any and cv cry pleasure-seeking 
impulse or phantasy. 

He has a sense of unnortliincss, for his super-ego is ever- 
lastingly hating his ego in so for as it has even become cognis,ini 
of tlie desires or impulses of his mstincis. His ego, attempting to 
obey tlic behests of Uiis tyrant, redoubles its cfTons to repress 
his emodonai life. 

As a result there is not only emotional loss, but also paraijws 
of action, thought and feeling. Tlicrc is, for Instance, ^ 
paralysis of the ability to love that it is small uondcr that he 
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cannot make up his mind to marry. The burden of the miserable 
life, or lack of life, enforced upon him by this over-severe super- 
ego is shown in his miserable expression. 

Is there no relief which such a sufferer can obtain? Must he 
remain so tortured, year in and year out, decade after decade, 
throughout his life? 

In many cases nature provides recurrent intra-psychic relief. 
The repressed or imprisoned instinctual life periodically and 
temporarily gains mastery over the repressing super-ego. 
Patients who exhibit this phenomenon periodically throw off 
their depression and for the time being give vent to their 
instincts without guilt. 

The super-ego has been silenced. Psycho-analysis says it has 
been “swallowed”. They have a feeling of zest and energy which 
appears to be a return of feeling, but is really elation, the 
counterfeit of feeling. If this phenomenon is at all marked they 
are then said to be suffering from an attack of mania. 

It is not every case of depression which alternates in this 
manner with periods of elation. In many cases, such as that of 
this last patient, the state of depression seems to be almost 
constant, though there may be fluctuations too slight to be at 
all striking to the casual observer. 

Perhaps enough has been said to show that the deepest roots 
of the depressive state are very deep indeed, and in melancholia 
hardly accessible to ordinary psychological treatment. Never- 
theless, even in severe cases a certain amount can be done, at 
least in the interim periods between attacks, to give the patient 
insight into his condition, to make him more tolerant to it and 
it more tolerable to him. 

Gases which are too severe to be accessible even to psycho- 
logical approach, such as those which are definitely psychotic 
and suffering from delusions, are sometimes benefited, at least 
temporarily, by convulsive therapy, though I would stress that, 
as we might expect, this benefit is more of a symptomatic than 
fundamental nature. They can become as garrulously shallow 
in their affective life as they were emotionally dumb during 
their depressive phase. Automatism, whether retarded or hyper- 
active, should not be identified with life or credited with feelings 
appropriate or adequate to a mature human level of evolution 
and development. 
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Though reJatiyely not very common, perhaps the most interest- 
ing and alarming of all mental manifestations is that of acute 
mania. The maniac is popularly considered to be the typical 
madman. 

While medical and mental science regards mania as coming 
entirely from within the organism (endogenous) and disputes 
only as to whether its origin is chiefly from the body (endo- 
crine imbalance, etc.) or Irom the psyche, the popular point 
of view on the other hand clings to its conception of people 
being <ini/en mad^ for instance, by the pressure of external cir- 
cumstances. 

The Maniac: Now this is a case where it ivould seem, at least 
from superficial observation, that circumstances uere the 
essential factor responsible for the outbreak of acute mania. , 
Tlicse circumstances may be of particular topical and popular 
interest in that they ivere those of the most tragic event in the 
whole history of the first two years of the war, namely, the 
debacle of France’s collapse and capitulation. 

Unlike some of his less loyal compatriots, litis Frenchman was 
devastated at the spectacle of surrender to Germany and aliena- 
tion from England. He just could not lake it lying down. It was 
clear to him that all the French colonics must immediately break 
away from a traitorous mother country, and throw all (heir 
ccsaucccs and their populadons into the battle for England and 
the restoration of a free France. 

His official position in Syria enabled him to gain interviews 
with various leading politicians and generals, but, try as he 
would, he felt he was not succeeding in firing them wnh Jtis 
enthusiasm. The more he svas brick-wallcd by officialdonj, the 
more vigorously and frantically he pitted himself .igainst these 
ing barriers. Nobody actively opposed Inm. It was just 
nertia which seemed to call him to greater and mure 
ate cflbrts. He chartered aeroplanes ami flew from one 

j to another, ir>ing to arouse in others the enthusiasm whicJi 
•*3* 
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was consuming him. He grew more and more excited. There 
was no time for adequate sleep. 

Finally he broke down entirely; went raving 'mad; had to be 
locked up in a room in a mental hospital. There his behaviour 
was characteristically maniacal. StiU, apparently feeling that 
there were barriers which he had to overcome, he beat his chest 
against the foot of his bed until he' was a mass of bniises. 

It was some months after this that he entered my consulting- 
room. I saw a rather plump, round-faced, short-necked man — 
a very English-looking Frenchman. (I learned afterwards that 
his mother was English.) He was no longer elated and excited; 
on the contrary, calm and self-possessed. He complained that 
he felt very lazy^ that it was a great effort for him to do his work. 

“I can’t be bothered with anything, doctor; that is what 
worries me. If I try to read a letter, I lose interest before the 
first paragraph. I can muster no enthusiasm about anything. It 
seems I just don’t want to be bothered. I don’t think I am doing 
any good; I’m not capable of any useful work. I am absolutely 
bone lazy. I don’t want to do anything. Everything is such a 
confounded effort; that is my complaint. 

“Yes, I must admit that this is in complete contrast to the 
state of wild enthusiasm which led to my breakdown. At that 
time I was one seething mass of resdess energy. My enthusiasm 
was unbounded.” 

Analyst; “Ai that time you felt you might get something big done; 
you might work an international miracle” 

“Yes, that is what I felt at first, and I was elated and wildly 
excited. Nothing was further from my thoughts than that I was 
on the verge of a breakdown. Overnight I foimd that I had taken 
the centre of the stage. I felt I had a great mission to fulfil.” 

Analyst: ^^And what happened when you discovered that your efforts 
were getting nowhere?” 

“That is when I went mad. At the time I had no idea that I 
was going mad. I felt tremendously well and confident. I suppose 
my enthusiasm was such that it simply would not take failure 
into account. It was then that I decided that God was on my 
side; that France could not perish; that with God’s help I would 
win through, and everything would come right. Apparently my 
faith in man could not be maintained, so I simply pinned it all 
on to God. I kept the faith. Presently an extraordinaiy inner 
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how, I am not at all satisfied with myself. I have a feeling I am 
not doing a good job of work. Should I go on just sleeping 
because my inclination is to do nothing? 

“I feel what a terrific bore life is. I' get these fits of depression 
for which I can give no reason. 

“At that time I seemed to have a message from the Almighty 
and a great mission to perform. My depression I think now comes 
from a sense of frustration. I find everybody around me just 
carrying on very much the same as though it were still peace- 
time, as though there were no war on, no terrific crisis that 
demanded one’s uttermost effort and enthusiasm. It seems that 
my enthusiasm can no longer cope with this state of affairs, so, it 
seems, I just give it up. I have lost every atom of energy, and 
can’t even be bothered to read a letter. Is it that I have sur- 
rendered to circumstances? Given up the ghost? Perhaps I have 
lost my faith in God.” 

At the next session this patient brought me a dream: 

“I dreamt of a house on a hillside. It was surrounded by fir 
trees in a square. One fix tree in front was dead, dried up. 

“I suppose it may have had something to do with the house 
I lived in when I was ten years of age. Or it might be a villa in 
the South of France where I went on holiday. I had my first 
wet dream while staying at that house. 

“If the sexual side is at all important, doctor, I might as weU 
teU you that for some time past I had felt I was not as sexually 
active as was desirable or normal. I have always been more 
concerned to satisfy my wife’s feelings than my own. My dis- 
satisfaction with my own absence of sexuality comes back to my 
feeling of incompetence in general. If only I could have got the 
French authorities to do something instead of nothing! There is 
a sense of acute disappointment, a sense of failure on my part. 
I avoided this reaction at the time of the crisis by putting my 
failure down to unworthiness and by enlisting myself in the 
service of God. Now that that has all gone I seem to have 
nothing.” 

Psychopathology: I would not presume to judge between the 
weight of medical opinion and the public idea in the aetiology 
of manic-depressive psychosis. Cases are constantly being met 
with in which the maniacal attack appears to have no external 
cause whatever. Many individuals are bom with the cyclothymic 
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temperament, and throughout their lives are prone to periods 
of recurrent exaltation and depression. Perhaps we are all in 
some degree subject to these alternations of temperament mth- 
out any apparent external factoid causing them. 

Many and diverse theories have been advanced to account 
for this strange state of affairs. One could almost grade them 
from the chemico-physical at the bottom of the scale to the 
purely psychological at the top. None have as yet been definitely 
proved or disproved. Amongst the psychological theories alone 
there are some interesting variations. Whereas some regard the 
manic phase as fundamental and the so-called depressive phase 
as merely a rest period, sometimes years in duration, between 
the manic outbreaks, others, on the other hand, of whom Freud 
IS, one, regard the depressive phase as fundamental, and the 
manic phase as a temporary release from the punishing activities 
of the super-ego. McDougall rightly points out that although 
there is usually retardation of thought and general slowness in 
the depressive phase, the opposite to depression is elation, not 
excitement. In fiicc, excitement can occur even in states of 
depression; for instance, in agitated melancholia. 

It remains to be added that in certain casts either of these 
phases may be so sh’ght as to escape observation altogether. 

In the present instance we must limit our considerations to 
such psychopathology as this particular patient reveals. I would 
like to start at what may seem to be the wrong end, and point 
out that this individual of Kretschmer’s pyknic type was sub- 
normal in his capacity for reduction of tension by indulgence 
in sexuality. The only dream recorded and Iiis associations of 
thought to it reveal that his first pollution dream was coupled 
with outstanding castration symbolism. The dead fir tree and 
associative material show us that sexual rclicr Is strongly 
identified in his psyche with something intensely unpleasant 
and unhappy— the death of vitality. Such a ps) cJiic disposition 
would tend to turn the possessor away from sexuality, so that his 
dynamic energy would be directed more to the acu'vauon of 
psychomotor patlis and tliosc of thought and phantasy. 

/\s most cyclothyanic indhiduals show', this d^mamic energy 
is inclined to be supernormal rather Uiaii subnormal, so that wc 
may expect an excessive rather than a subnormal degree of 
mental activity from him. I should add, perhaps, (hat in many 
such C.1SCS, during the maniacal phase sexual aciiviiici, hkc all 
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other activities, are incredibly abundant. The individual seems 
tire ess, and carries on day and night until the long-deferred 
exhaustion supervenes. 

It seems that in this case at the outbreak of his illness the rush 
ot energy all flowed into overloaded mental channels and could 
not be stopped for any obstacles, including those of reality. He 
therefore simply brushed reahty aside, or rather it was brushed 
gsi im y the forces welling up within. No obstacle could be 
olerated. Enthusiasm was instinct-driven. It was the vehicle 

energy which simply had to be discharged. 

enlislpH * ■#-1. * • ^ such enormous forces, and 

in their service, ignoring aU obstacles and 

'he phenomenon 

of insamty. Somethmg within the psyche is bein? ratified 

anv Sis,“'h fo brook 

any frustration, however real. Ideas, no matter Lw crazy will 

be brought into its service, provided they serve the pmpose of 

was ramDXver^°'?’'’'“'''‘!J'' process. Enthusiasm 

absence of human 

He tefls me that during this period of maniacal excitement he 
was supremely happy, in a state of exaltation. This was because 

Is p Wable nro? '’“f Happiness has been defined 
as tne pleasurable process of tension rehef. Not only was tension 

Hhauslbli that time in- 

Recovery came about only when these suppHes beean to fail 
The tension became less aU-powerful in It. Degan to tail, 

was a chance for his eeo to ^ ^ demands, and there 

around him. His affectivf or feehnetonr'-'^T 

a very different one. With exhaustion and he Wiring If temSI 

was very fiat. to him that life 

W° mS wll no worries me.” Nevertheless, 

tms lazY man was now comparaUvely sane. 

It IS qmte clear that this laziness is the inevitable consequence 

of the enomous outburst of enthusiasm and energy wMch m 

con^sed his system overpowered his ego, and exhausted itself 

m those weeks of continuous, hectic, mental activity. We cannot 



CllAP. XIX — - 

embark on an orgy of unrestrained spending without becoming 

'^™hSore I advised him to listen to the voice witiun, which 
was, through the medium of his feeUng, telhng him wha to do 
namely, to rest. In due course his energy reservoirs will refiU 

themselves and he will return to nomal. ^h<;pnce 

The problem remains as to whether or not, in he absen e 
of the Lternal stimulus of the abnormal ensis, this psychic 

cataclysm would have happened. ♦%„rr.,vtpmnera- 

Althoughlwould admit that hehadthecyclothy^c^^^^^^^^ 

ment and a constitutional ° 

psychosis, I am inclined to think that m very 

Ltbreak would not have occurred had it ^ ^ 

special stimulus of this crisis. I hold this view because he 
middle-age without any previous us 
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(love and hate) and 1 x ibiect-love. The hbidinal 

gratification with a complete (w ^ ijumature, shallow, and 
life therefore remains in large with outbursts of intra* 

confined to part-objects and narc of reality- _ 

psychic conflict and nrictical psychotherapist is 

An interesting reflecdon fo'f . similar theories in the 
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definite aetiological factors responsible for the extreme mani- 
festations of mania and melancholia, it is obviously very far 
firom convincing us that our tiniest affective responses to what 
would seem to be external agents are really nothing of the sort, 
but are primarily physiologically conditioned. 



CHAPTER XX 


SCHIZOPHRENIA 

There is one word of advice for the beginner who contemplates 
analysing a case of established or incipient scliizophrenia— 
literally one word—it is: “Don’t!” 

On the other hand it was held by Bleuler, who first coined tliis 
term in 1911, that all functional mental disturbances, with the 
exception of manic-depressive psychosis, all psychogenic dis- 
orders, including all abnormalities of mental make-up, were 
manifestations of schizophrenia. Bleulerhad thus extended and 
increased the scope of Kraepelin’s (tSgd) desenption of 
dementia praecox. Schizophrenia he desenbed as a morbid 
process characterised by the “splitting of the mind”, resulting 
in an increasing withdrawal of interest from the environment 
(introversion) together with “a disorder of feeling, of conduct 
and of thought”. 

If there is any truth in Bleulcr’s view, probably every case, or 
almost every case, which we analyse has at least a modicum of 
this morbid process at work within it. Therefore, although it is 
impracticable to analyse established schizophrenia outside an 
institution, it is advisable for the would-be anal)st to try 10 
understand the essentials ofits psychopathology, if only because 
of the possibility that it has ramifications within the interstices 
of almost every mind which he will anal) sc. 

Attempts to attribute it primarily to bodily changes, such as 
those of endocrine disorder (Kracpclin, Blculcr, Molt, AUhdmcr 
and others) or (hose of faulty mctal^lism (Gjessing, Lorenz, 
Levenhart and others), though undertaken vsitli great care .md 
perseverance by a succession of competent observer, have led 
to a surprising absence of any concrete conclusions. For instance, 
Dunlap, after particularly careful inv cstigaiion with schizo- 
phrenic cases and control cases, came to the conclusion that 
previous observers, including Akhetmer, were mistaken and tlut 
“schizophrenia is a condition lacking in any rundamcni.vl or 
constant alteration in nerve cclb". 

The fact, though a negativconc, iJiat no concrete conemuoni 

Q 
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in regard to organic or physiological changes can be maintained 
in our present state of knowledge, is of the utmost importance as 
evidence that the trouble is primarily psychological, and as 
evidence of the extraordinarily far-reaching effects that can 
finally result from psychological processes — ^if indeed evidence 
were needed. 

Adolf Meyer, one of the chief exponents of the psychological 
point of view, regards schizophrenia “as the outcome of pro- 
gressive maladaptation of the individual to his environment”. 
In his view it is an extreme manifestation of a probable “reaction 
type” — ^“the end-result of an accumulation of faulty habits of 
reaction”. 

When we consider in conjunction with this view that ap- 
proximately half the cases have a family record of mental illness, 
the aetiologicai position as between hereditary causes and 
acquired reactions becomes somewhat complicated unless we 
revert to a discredited Lamarckian hypothesis that acquired 
characters may be inherited, in which case we have only to 
consider this reaction-hypothesis of Meyer’s as extending through 
a succession of generations, to be able to credit it finally with 
the production of schizophrenia. 

It is not possible in the present chapter to go into all the 
problems of the Lamarckian as against the Weismann theory 
(of the continuation of the germ plasm alone), but I may mention 
in passing that this is only one of innumerable considerations 
which, in spite of the biologists, leads me to regard a total 
exclusion of Lamarckism as short-sighted. The operation of 
Lamarckism in some form or another is the only possibility of 
accounting for not only the production of such disorders as 
schizophrenia together with all other deep-seated psychogenic 
disorders, but of ako accounting for the essential evolutionary 
principle of biological adaptation to environment. 

In short. Lamarckism pits the evidence of the whole biosphere against 
the isolated instances of the experimental biologist. 

From the evidences of family history it would seem that schizo- 
phrenia is a disorder the roots of which lie deeper than the 
individual, probably affect the germ plasm and are trans- 
mittable. In this connection it is interesting to note that many 
of the physical investigators found, or thought they found, a 
disordered secretion of the sex glands. My view woiold be that 
functionally a disorder of the mind cannot leave unaffected the 
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function of sexuality, nor vice versa. This is not unrelated to 
heredity, transnuttability and Lamarckism in general. It may be 
l^ssible to return to a consideration of the psychopathology of 
this illness after we shall have studied a few examples. 

In spite of the formal divisions of the illness into three or four 
main groups, for instance according to Kraepelin (i) the 
Simply , (2) the “Hebephrenic”, (3) the “Katatonic” and 
(4) the Paranoid”, the impression of the psychotherapist who 
comes into contact with the borderline rather tlian with 
established cases is that there are as many varieties as there are 
individuals. No two cases are the same, though large numbers 
of patients may shotv some element of a morbid process char- 
acteristic of or analogous to schizophrenia. Indeed, it might be 
said that the conception of “menfai conflict”, the primary factor 
in all psychogenic symptom-production, is in some degree 
synonymous with Bleuler’s “splitting of the mind”. Indeed, 
apart from debilitating illness such as influenza, it is commonly 
some current conflict, such as a love affair, worry over masturba- 
tion or a sexual incident, which precipitates the breakdown, 
though it is afterwards discovered that a movement towards it 
had been going on insidiously long before. The symptomatology 
varies greatly according to the severity of tlic particular stage 
of the illness, but a constant characteristic is some degree of 
detachment from reality either emotional or intellectual or both. 
The patient may show natural apathy and indifference with 
perhaps mild depression and a feeling of failure, or he may be 
dreamy and full of ruminations with a failure to respond 
adequately to events around, which should ordinarily cause 
some affective response. Often a queer disharmony between the 
patient’s tliought and his mood can be delected. He may smile 
while tJiinJving or speaking of somcihing distressing, or less com- 
monly, his eyes fill with tears at something ordinarily cheerfuh 
This is because his cmodonal response is in accordance witJj 
his phantasy life, irrespective of the current distraction of com- 
paratively superficial realities. 

At a later stage of the illness there will of course be even more 
marked changes in his personality, and these may be shown by 
slovenly behaviour and disregard for his appearance. Sooner or 
later in a case which is well on the way to cstabliilicd scliho^ 
phrenia there will be ideas of reference, as, for instance, that 
people arc m.aking actions mocking him, illusioiu and haflucina- 
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tions, particularly of hearing voices {e.g. commenting upon his 
secret thoughts) , and delusions, sometimes of his outstanding 
importance. However, his delusions are not systematised as they 
are in paranoia. In contrast to these grave symptoms, there is 
relatively no disorientation of space or time, or impairment of 
memory or intellectual faculties as such, although he is so 
seriously out of touch with reality. 

It has been said that all mental disorders represent stages in 
a one-and-only mental disorder, namely, disintegration of the 
mind, or dementia. Observation of advanced cases of schizo- 
phrenia seems to support this conception as so large a proportion 
of them become steadily worse until they are truly demented, 
and unless mute, display complete incoherence, with the familiar 
so-called “word-salad”. 

(1) According to Kraepelin’s varieties the schizophrenia 
“Simplex” comes about insidiously. For instance, a mother has 
been known to say that her daughter “has not really altered; 
she has only gradually grown more and more like herself”. The 
general impression of detachment frorh reality, either emotional 
or intellectual or both, is accompanied by a lack of ambition 
and either a general contentment with an idle, unprogressive 
life, or a hopeless and impractical dissatisfaction. 

(2) The “Hebephrenic” variety is also difficult to differentiate, 
seeming to lie between the “Simplex” and the “Katatonic” 
types. There is usually, though not always, a history of tantrums 
or neurotic tendencies, and the introverted individual seems to 
become more completely introverted, not bothering to go out 
or perhaps even to rise from the chair. If, however, you can get 
him to talk, you may be surprised at the amount of emotion that 
lies under his shut-in exterior. There is often not only emotional 
disturbance, but considerable incoherence. Hallucinations of 
hearing and sometimes of sight are particularly common in this 
variety. There are also abundant ideas of reference and probably 
a history of a good deal of senseless eonduct. 

(3) The characteristic of the “Katatonic” variety is an alterna- 
tion between what is called “catatonic stupor”, a usually more 
pronounced retreat even than that of the “Hebephrenic”, and 
outbursts of an extraordinary exeitement. In the dull, stuporous 
stage the patient will be mute, often with a refusal of food, a 
vacant expression, and stand like a mummy taking no interest 
in anything. There are a large number of mannerisms, and in 
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advanced cas« extraordinary symptoms and signs, including 
signs of bad circulation of the extremities sho%vn by a blueness 
of the arms and a phenomenon called Jlexibtlilas area, which 
means that whatever odd attitude a limb is placed in he will 
retain it in that position for a considerable time. There may 
also be such symptoms as echolalia and echopraxia, wliich mean 
respectively a parrot-like repetition of what one says to him 
instead of answering one’s question, and a senseless imitation 
of one’s gestures. From tliis shut-in position the patient may 
burst into a violent frenzy without any warning and perform 
any violent act to himself ot others. He is not intentionally 
homicidal but acts impulsively, probably in response to some 
hallucinations. 

(4} The “Paranoid” varieties usually come on considerably 
later in life. Physical changes arc not so marked, though there 
may be a number of complaints of a physical nature. One of 
the main features of this variety is delusions, not so systematised 
as those of paranoia proper. Nevertheless many modern autliors 
have separated this group from schizophrenia and included it 
under the possibly related reaction-type group of “Paranoia, 
Paraphrenia and Paranoid Types”. 

However valuable tlicse classifications arc to the psychiatrist 
practising in mental hospitals, they are not so useful to the 
psychotherapist who has to deal not with the dear or cswblislicd 
cases, but with very minor forms of an analogous if not identical 
“mind-splitting” process. Farrar’s idea of five mam types of 
shut-in personality is more useful to psychotherapy than the 
orthodox psychiatric divisions into tJircc or four groups char- 
acteristic of advanced cases. Farrar distinguishes (i) the Back- 
ward Type; (2) the Precocious, Studious Type; (3) the Neurotic 
Type; (j.) the Asocial, Scclusivc Type; and (5) the JuicmJc 
Type. The psychotherapist is all too familiar with the ddficultics 
presented by each one of these various intro\crtcd types, if 
indeed he docs not in some cases completely miss the c^cntial 
relationship of his patient to this disease. To illustrate this I will 
first give a few brief instances ofpaticnu who Iia\c been sent to 
me for treatment and tlicn a longer ease history of a juticnl 
who though not schizophrenic in the asylum sense can be 
classified only under that category'. 

The first ease is one which belongs quite dc.irly to i-arrar* 
“Juvenile Type”. She is a woman in the early thirucs who looU 
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so young that she is frequently being humiliated by being taken 
for a child. For instance, going with a party to a licensed hotel 
she was refused admission by the proprietor, who would not be 
moved! She was sent to me because she was getting very 
depressed and weeping in her home atmosphere, complaining 
of a general lack of interest in things, was nervy and irritable 
with a show of tantrums. 

When she saw me she had very little to complain of except 
that she had lost confidence in herself (though it transpired that 
she never had had any confidence), that she did not seem to do 
anything right and was usually rather depressed. 

She said; “I seem to be very little use, and there does not 
seem to be much object in my living at all.” 

She later admitted that there was nothing new about this, as 
ever since the age of fourteen she had always wondered why 
people were born or why they went on living. She found life far 
too much to cope with and particularly avoided all social con- 
tact, and indeed contact even with relatives or friends. Her slow 
method of thinking and speakirig gave the impression of stupidity, 
and one might have confused such a case with a high-grade 
mental defective, but the fact was that this young woman had 
had a high standard of scholastic education and was indeed a 
university graduate! 

My justification for placing her tentatively under the heading 
of borderline schizophrenia of Farrar’s Juvenile Type is partly 
because her emotional life was confined to day-dreaming and 
that she had, in all emotional relationships at least as well as 
in many other ways, retreated from almost all reality contacts. 
Even this dream life she had not made fully conscious and 
certainly had never mentioned it to anybody. It was some time 
before it emerged. It proved to be an extraordinary saga of the 
romantic-novel type of adventure. But even there she herself 
was not one of the characters in the romance, although it was 
noticeable that the heroine bore her name! The chief adventures 
of this heroine were those of romantic marriage and reproduc- 
tion. Hero and heroine became the parents of a family, the 
family grew, and one of the daughters, in turn with a name like 
her own, would marry and in turn reproduce, and so on with 
much detail throughout many generations. This dream life was 
her sole form of recreation. 

These dreams contrasted markedly with her reality behaviour. 



CHAP. XX . SCHIZOPHRENIA 245 

for emotionally, bodily and in time and space she always closed 
up and backed away hurriedly from any and every eligible male 
contact. Indeed, she was totally unaware of any sexual inclina- 
tion throughout her life. Nevertheless the relating of her dream 
sagas, which had been going on. unspoken for over a decade, 
apparenUy set things moving within her, for she duly became 
conscious of what appeared to be normal desires for love and 
sex. At the same time some improvement took place in her 
social life and sociability. Though she has since gone abroad in 
the hope of marrying — a hope backed by some real libidinal 
desire — and although she indulges in erotic phantasies, some of 
which arc accompanied by complete sexual orgasm, my knmv- 
ledge of her psychopathology makes me of the opinion tliat she 
would in sexual congress suffer from frigidity, and that further 
improvement would be di/Hculc to achieve. Persons \vho have 
failed to grow up by the time they are well over twenty may 
well be the despair of the analyst. 

Her psychopathology may throw a little light upon that far 
more advanced condition called Schizophrenia Simplex. The 
lack of ambition from which these patients suffer w’as common 
to this girl also before she came for treatmentt and anal)sis 
revealed quite clearly that this lack of ambition was due to 
lack of libidinal drive. It revealed also tliat the reason for this lack 
of libidinal drive was because her libido, instc.id of overcoming 
the inhibiting effects of parents and family, had either remained 
inhibited or had regressed to a childish or infantile level. Her 
emotional age, which was still that of about thirteen or earlier, 
represented a stage when, with the onset of the menses, she h.id 
violently repressed ail sexual thoughts and feelings from rc.ichmg 
consciousness or achieving any further degree of maturity. 

At one stage in her aniysis, when she was for the first lime 
becoming conscious of sexual feelings, she dreamt th.al she was 
running avi’ay in a car from a riotous mob which would have 
seized and destroyed her. In assoctauon of thought she said; 

“If I had not come for anal>’sis the sexual feelings would have 
been held in check, and then there wouldn’t have been all this 
rioting business. When I first came here I had sonic idea ih.y 
jou’d help me to gel rid of my day-dreams bcc.iusc I (ouldn t 
control ilicm any more and they were getting more and more 
hold over me and overpowering me more and more, so dial I 
seemed 10 h.ivc lost .all inlerc^l in cvcT>thjns; ebe in hfe-" 
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This may cause us to reflect as to whether Introversion^' is really 
synonymous with unconscious sexual phantasy, and as to whether this is 
the essence of the initial movement in schizophrenia. 

Later this patient said: “In getting away from the riotous 
mob I was trying to get back to mother and father. I have felt 
that I should never have left them for a moment. That’s why I 
wanted to get rid of the day-dreams too. I felt like a child who 
had walked out of a nice comfortable home to see what the 
night was like and couldn’t find its way back. I used to depend 
on mother and father for a comfortable background, and I 
suppose for comfortable feelings. The day-dreams were a com- 
promise — half and half — but the riotous mob was terrifying. 
Instead of getting rid of my day-dreams this treatment has 
brought up something worse.” 

Evidently her case is an extreme example of the familiar 
conflict between developing sexuaHty and the primitive and 
repressing fixation to parent images. As she says, the day-dreams 
were the introverted compromise between the two sides of the 
conflict, absorbing almost all her libidinal energy and her life. 
The resistance to mature sexual development and extraversion 
is evident. 

It may be suggested that in this case some hypo-function of 
the pituitary could account for both her childish appearance 
and emotional anaemia. Though I would not deny such a pos- 
sibility, I still think it is unjustifiable to assume that such hypo- 
function must be primary (perhaps magical) and (if present) that 
it cannot itself be secondary to emotional retardation psycho- 
logically initiated. 

Analysing such patients, whether or not they may be regarded 
as on the outer fringes of schizophrenia, may well throw some 
light upon the nature of schizophrenic mechanisms which it is 
often impossible to trace in more advanced cases of the illness. 
When we get to a slightly more schizophrenic case than the one 
just described we are apt to meet with technical difficulties 
during analysis. 

For instance, I have had patients who, lying on the analytical 
settee, and showing the usual vague ideas and affects of the 
schizophrenic, suddenly developed disorders of conduct — ^while 
one was still trying to see rhyme or reason in their rather in- 
tangible but interesting mutterings. One such patient, for 
example, would refuse to leave the consulting-room at the end 
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of his analytical hour, it commonly taking ten minutes or more 
to persuade him to make way for the next case. If he did rise 
from the settee he would then stand in a catatonic attitude in 
the middle of the floor, silent and impervious to words or 
attempts to lead him out. Any attempt to draw him by the 
hand or to push him gently or firmly resulted in a stolid mule- 
like resistance (Negativism). I soon overcame this difficulty by 
making him the last patient of the day and leaving him alone 
in the room to find his own way out, butin due course he learned 
to anticipate my departure, and I would find him holding the 
handle of the door of my car, necessitating similar delays and 
persuasions on the pavement outside. He admitted during tlic 
sessions that he was again a baby clinging to a much-needed 
mother, but the spUtdng of his mind was such that these and 
several more extraordinary samples of insight made little or no 
difference to his actual conduct. Though analysis had to be 
stopped on account of such difliculties, I may say that for over 
ten years this patient has avoided the need for mental hospital 
treatment. Nevertheless, the reason I tvouJd advise against trcat> 
ing any established schizophrenic case is that how ever quiescent, 
“Simplex” or “Hebephrenic” they may appear to be, there is, 
until we know our patient very well indeed, the danger of an 
outburst of catatonic frenzy — for which the analyst may be un- 
fairly blamed. 

Against this I will give a short example of a fairly typical 
hebephrenic in whose case I (bund it helpful to establish a trans- 
ference in order to gratify her parents’ wishes that she should be 
persuaded to have convukivc therapy without having to be 
certified or enter a mental hospital. The following arc her 
remarks at the first interview recorded verbatim. 

She says: “The chief trouble is that for a long lime now 
cvcrytiiing I do or think seems to cause some commotion and 
there is ahvaj-s a lot of talk about it. If a memory comes to me, 
it seems to bring some voices making a remark about it or re- 
peating it. Sometimes it seems to be shouted about the place. 

Analyst: ‘'J/oiv Jong has ihis beta going on?'* 

Patilnt: “Over tv^o )cars. It began with influenza .nnd a 
general breakdown which I h-id. It has been up and down ever 
since. I have had it brought to my mind by voices or v»liijpcrs. 

If I get a pain it is remarked about by voices. Some arc men » 

V oiccs and some v» omen’s v oiccs and some the v oicci of clnldt cn. 
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It is so difficult to express. It is so real and disturbing and 
tormenting. Very often mad things come to your brain and you 
do not want to be tormented by them afterwards.” 

Analyst: ^^What mad things for instance?” 

Patient: “It is mad to think that the next-door neighbours 
are listening-in to my brain.” 

Analyst: “Do you mean that they are really listening-in directly to 
what your brain is doing?” 

Patient: “I don’t know. I cannot help feeling it because of 
the repetition I hear and the discussion afterwards. I have tried 
hard to think it is just imagination, but I cannot. It seems some- 
one’s got a plan of my brain and as different parts of me work 
so they know.” 

Analyst: “For example?” 

Patient; “If I scratch my neck I hear it repeated, ‘She’s 
scratching her neck.’ The last few days I have had an irritation 
of my back passage and when I have been in bed scratching it I 
have heard remarks about it. Sometimes the voices are my 
neighbours, sometimes other people I have met.” 

Analyst: “Do you think it could be a part of your own mind doing 
this?” 

Patient; “No. I don’t think so. I don’t think it is my own 
mind. It is different voices and some of the voices I do not 
recognise. It makes you feel so hopeless. It has been the same 
for eighteen months and it is most embarrassing sometimes. For 
instance at my period every time I put on another towel there 
has been talk about it, even shouting about it. I have tried to 
get hardened to it, but I feel it should not be. Sometimes I let 
off some curses.” (She has been known to run out of the house 
and reprimand the neighbours volubly from the street — a per- 
formance which, of course, everybody failed to understand.) 

She continued: “It is irritating to feel that people somewhere 
know what you are doing. Also in bed I get a feeling of pressure 
as though people are over me doing things to my body. It is 
horrible to think that they can give me pain in my eyes or head 
and that I can keep nothing to myself that is private. It is like 
a wireless set in my head that anybody can pick up. Sometimes I 
have heard three different voices; one telling me not to do a 
thing, the second telling me to do it, and a third, which is my 
own voice, steering in between the other two.” 

This is clearly a case of schizophrenia of the hebephrenic type. 
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Her history shows that she has hitherto had no outbursts of 
catatonic excitement except perhaps of the very minor degree 
of her rather emotional outbursts reprimanding her “tor- 
mentors”. I may add that after a few sessions this patient, 
contrary to what many suppose happens in these “narcissistic” 
illnesses, showed signs of a considerable degree of transference 
and was completely obedient to my advice, attending for some 
eigiiteen bi-weekly electric convulsive therapy treatments. For- 
tunately she was one of those who showed an appreciable degree 
of improvement. The voices grew fainter and more distant with 
almost every shock. What was left of them she easily learned to 
ignore and was able to take up some part-time work. But they 
never completely disappeared- It took a bomb explosion which 
buried her under the debris of her house, from which she was 
dug almost suffocated some six hours later, to effect the final 
and apparently complete cure. Every vestige of her hallucina- 
tions vanished from the moment of recovery from that last 
experience. However, in a case as pronounced as tliis, one would 
be wiser to regard the apparent cure in tlie nature of a remission 
brought about by shock and not to be surprised if the illness 
recurs even after many years of relative normahiy. 

Looking for a patient who may throw more light upon the 
psychopathology of the schizophrenic process and be able to 
correlate our findings with those of the ps) chopalhology of 
neuroses in general, I think ofa man in the middle forties who, 
Uiough not so typical a schizophrenic as the previous case, is 
undoubtedly very introverted and narcissistic and wJiosc con- 
duct has been such that he could hardly be placed under any 
other classification than tJjat of a borderline scliizophrcnic. He 
is now approaching nuddlc-agc and is, or rather w as, a uni v crsi t y 
lecturer, wfucli gives some idea of his intcficctual actainincnt. 

His interests arc very academic and he is liable to waste endless 
daj-s and weeks discussing learned mctaph>’sical obscurities in- 
stead of the relevant material for which he has come for analjsis. 

He is scholarly, wcU-bred and with a gentle and emotionally 
neutral disposition. He has become particularly interested in a 
succession of cults, such as occultism, and has periods during 
which he starves himself for idcalisiic reasons. He is impcrvioui 
to emotional disturbances around hhn to the extent even of 
.ippcaring emotionally detached. 

With all this gentleness, so common In the schuoplucmc 
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reaction type, his history includes behaviour which char- 
acterises schizophrenia or the schizoid character. For instance, 
though moderately wealthy, he has spent months as a dis- 
reputable tramp leading a nomadic life and sleeping in gorse 
bushes and open fields, winter and summer, getting soaked to 
the skin and letting his clothes dry on him, going without food 
and getting frequently taken up by the police as a suspicious 
character. T%vice he has been placed in a mental hospital, 
diagnosed as schizophrenia, and certified. He has indulged in 
other behaviour totally incongruous with his intellectual attain- 
ments and social position. He has gone in for stunts such as 
scaling scaffolding on buildings to great heights, walking through 
rivers up to his face in water, jumping on and off trains, running 
roimd and round a London square until he dropped and was 
picked up by the inevitable policeman; and once he tried to 
board a bus in Piccadilly by levitation. He broke his collar-bone 
and got himself into hospital. But he did not complain of these 
things. He complains of what he calls a “lack of spontaneity” 
and a “lack of feeling”. He says he is quite incapable of spon- 
taneity and of emotion, and some of his behavioiur at least was 
evidently with a view to '^'forcing himself to be spontaneous and to 
feel some emotion!'^ 

At his first interview he told me that he felt the absence of any 
guide from within to tell him how to act as other people acted, 
particularly in regard to the opposite sex, but this lack of 
spontaneity included any and every form of behaviour. In its 
absence he had no other course but to direct his behaviour with 
his ego as there were apparently no instinct urges to prompt him. 
He said the only way he could live was to go through the motions 
of living, copying those which other people appeared to do. It 
was not very satisfactory as it was a continuous effort, brought no 
reward, and somehow or other he always made a mess of it. 

It was not easy at first to get him to give particular instances. 
When asked for an example he would say: 

“My trouble is as soon as I put one foot on the accelerator I 
jam the other on the brake. In any case I have no feeling in the 
matter. I do not even feel real in myself. I simply must do some- 
thing about it.” 

It later appeared that what he had been “doing about it” was 
trying to accost young women whom he saw in public places. 
Apparently his object was not that he wanted to get to know 
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them or necessarily to have any relationship Mtii them, but 
simply that he felt it his duty to himself to force himself into this 
form of activity principally because he had no real inclination 
for it! When I insisted that presumably there was an inclination 
of some sort, he finally admitted that his only inclination ^v'Ould 
be to retreat and to retire into solitude, but manifestly that was 
no good, that is what he had done all 1^ life and it had got him 
nowhere and never would. He used a metaphor which cannot 
fail to be symbolically interesting to the analyst. He said; 

“My Jack has been shut up in its box. All my life it has been 
shut up. That means that I have not lived at all, not yet. I have 
never felt any real emotion. I simply must let it out or make it 
come out or I might as well be dead now.” 

Apparently this accounts for, though docs not fully explain, 
some of his stunt behaviour. When asked when his Jack became 
so completely and permanently shut up he immediately referred 
to an incident at the age of five years. He said; 

“A little boy and girl were brought to play with my sister and 
me. I took an aversion to the boy, but I fell for the girl. 1 there- 
fore Icfl the boy with my sister. 1 was having a glorious time 
wltli the little girl and 1 was so engrossed in playing with her 
that I did not understand my sister’s shrieks and yells. Eiilicr I 
did not understand or I cliose to take no notice. The little boy 
had been ill-treating my sister. My mother arrived on the scene 
and went for me about it. She said 1 was the oldest and she ex- 
pected me to look after the others and I iiad betrayed her trust.” 

As is usual in analysis the fint reference to a traumatic in- 
cident proves to be very incomplete. L.ntcr this same inddcni 
was again referred to and elaborated. 

He explained tlmt until the birth of the other child he h.ad 
been the apple of his mother’s eye. Every thing he did w.ts 
wonderful and he luxuriated in his omnipotent position. With 
the arrival of ills sister, when he was b.ircly three yean of age, 
the whole universe changed. He was comjilcicly displaced, .and 
now', instead of being the spoilt and petted Iwby, he was ex- 
pected to be the little man or rather the “govcnicss'’, willingly 
anti gratefully yielding everything in favour of the licloved new 


arrival. 

'1 lie incident to which he referred w.is one which had biouijht 
his altered position home to him in a pariicula/ly irauinanc 
m.^nner. He ^aid l.vtcr: 
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“My scare was due to mother’s anger which I could not under- 
stand. All I can remember is that I was absolutely aghast. My 
wits left me. I was knocked clean out. It was a sort of ‘death’ 
from which I have never recovered. I think from that incident 
I shut off my personality, or feelings, as independent of my 
mother’s direction and influence. Mother picked me up by the 
scruff of the neck and shouted: ‘You naughty boy. You dare to 
leave your sister to be ill-treated and selfishly amuse yourself' 
with a little girl!’ 

“I was absolutely flabbergasted. I was so happy playing with 
the litde girl. In fact I think I was so happy that that is why I 
did not notice my sister’s screams. Then suddenly I saw my 
mother approaching like a hurricane, or like an avenging 
Nemesis. She would not speak until she got hold of me. I think 
as I saw her my mind went for any possible wrong I might have 
done and I did not find anything, and therefore I was quite 
unprepared for the onslaught. Since then I have never stuck up 
for myself. I have been completely submerged. Her anger was 
to me like the vengeance of God with a justness in it because it 
came from her and she could not be guilty of wrong. I was sort 
of hypnotised by the descending vengeance and I have been 
hypnotised ever since. I have never really thought I have had 
a leg to stand on. I could only conclude that anything I did on 
my own account, for pleasure, was utterly wrong. In fact the 
idea would terrify me. There was only one course for me to 
pursue from that moment, and that was to repress completely 
any inclination or feeling I had . . . any desires. And as repress- 
ing these and being aware of them is a painful experience, it is 
better not to be aware of them at all. That is why I feel nothing. I 
would not be allowed to express it or take pleasure in it if I did 
feel it, so it is better not even to feel it.” 

Later he says: “If I wanted to make mother take notice of 
me and made advances to her and clung around her skirt, she 
would always repulse me, tell me I was the elder child and I 
had to try to be a man, or else freeze me up, or blitz me. In 
some such way I learnt that my instincts were absolutely wrong, 
especially if I was inclined in any way to be cocky. But now I 
have seen quite clearly that I was wrong in denying my instincts 
and looking at them as the original sin that had to be trampled 
upon. That is why I have been trying to do things ever since 
as though I had the instinct urge behind them.” 
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At the next session the patient refused to lie down! Instead he 
insisted upon sitting up and facing me. It was a demonstration 
of the return of his “cockiness”, this time directed against me in 
lieu of mother. He said: “What I want to talk about, what 
concerns me, is this difficulty in contacting tvomen.” 

I said: “Instead of calling them ‘women’ shall we call them 
‘mother’, it may make it clearer,” But on this occasion he ignored 
my remark and went on to describe his “unwarranted” hesita- 
tions in speaking to young women whom he saw in public places 
and felt he should use for the purpose of exercising his utterly 
repressed self-assertion. 

Very soon we arrived at a session which spelt crisis. There may 
have been an hysterical element In it, but my general impression 
was that it differed from the usual analytical crisis of the hysteric 
in that he had not even a dim consciousness of play-acting. He 
arrived late, stood at the front door and said it was no good liis 
staying. He had merely come through his wretched “super-ego” 
telling him he might as well be polite to me and tell me in 
person that he was not coming. I told him of course that it was 
quite right to tell me all this, but it should be told while he lay 
on the settee. He stood witli Iiis hand on the handle of the front 
door and it took ten minutes to persuade him to enter the con- 
sulting-room. He proceeded to throw himself about on the 
analytical settee in great concern at the Nvay he had typically 
and wretchedly messed-up an opportunity to let out liis scl& 
assertion in relation to a woman. 

He said; “I was feeling a little self-assertion and then my 
•blessed super-ego came along and said ‘Your Jack has come too 
far out of the box. Now push it back again.* " 

It was not easy to get him to tell tlic story consecutively, but 
he made some attempt. 

“I felt panic all yesterday afternoon and I could not talk to 
the girl because I felt whatever I did would be wrong. I suppose 
it was because I felt a bit sclf-asscrtivc.” 

^Vnalyst: “3ou hau not told me the circumitanca. Tou are keeping 
me in the dark," 

Patie.st; “I got a bit of an erection.” 

vVA'AZ.’ksr; "IVeJl, lehat uere the circumjtamej? H'ere you wtth the 

ladjr 

He said: “No, wc were not any%vhcrc near each other, in fact 
she was in .mother (oun (!) It was not any question of bang 
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together or anything like that; only she was with me in thought. 
It was that particular girl I told you about once before.” 

Analyst: ^^Well, seeing that she was not even there, how do we know 
it was her for whom you got these feelings?” 

He said: “Who was it then?” 

Analyst: “/ can tell you who it was.” 

Patient: “Who?” 

Analyst: ^^Tpur mother.” 

Patient (ignoring my remark): “Then the panic came.” 
Analyst: '^Naturally! If you get an erection for your mother, of 
course you panic.” 

Patient: “Then I had no feelings at all.” 

Analyst: “Tom were trying to stop the terrible consequences of the 
phantasy with your mother.” 

Patient: “I can quite agree with it, I have had little insights 
like that before, but to me it is only a label,” 

Analyst: “.4 label that reduces you to panic.” 

Patient: “My ego can only stand up and watch, so numbed 
that it cannot even think leave alone feel. I presume that that is 
associated with a memory of displaying affectionate emotion to 
my mother and being met by cold anger as used to be the case 
... as though she were acting for the Almighty, meting out 
punishment ... it is more than anger ... it is more righteous 
indignation , . . and there is some memory that sometime or 
other I must have run to her happy ... I wanted to throw my 
arms round her . . . and I was met and flabbergasted by angry 
chastisement.” 

Analyst: ^‘And it is still going on.” 

(A point of analytical interest is that this interpretation of 
“mother” for the girl has brought his mind to recount these 
remembrances of infancy.) 

Patient: “The only thing my super-ego can do is to provoke 
me. Every time I let my Jack creep out of the box it is met by a 
fierce, angry storm. Do you wonder that I was flabbergasted, 
scared out of my wits? How did I know what was going to 
happen? I was full of affection and she simply turned on me. 

“So I imagine any girl I meet is going to turn on me and rend 
me. She is going to catch me off my guard.” 

He then goes on to relate an incident earlier than the one at 
five. He says: “I wanted to restore the situation with my mother 
that had existed before the sister was born where I would be 
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the one she loved. I saw that baby that had taken my place, 
lying: in a pram. Perhaps I was only three or four, but I saw 
my opportunity. I pushed that pram to where it would run 
away by itself down the hill. I just wanted her gone. I think it 
crashed at the bottom somewhere. I thought I could then rush 
to mother and be given my proper place. It was quite a time 
before I found her. I think now that she must have been picking 
up the baby and pram in the meantime. I ran to her glad and 
happy, but I think she must have seen it happen from a >vindow, 
for I was simply met by a blizzard, and what can a child do 
under those circumstances! I was absolutely punctured and 
deflated. Mother made me good in the end, and now it is im- 
perative that I should give an outlet to my self-assertion or be 
dead for the rest of my life.** 

Later he went back to the incident which had occasioned his 
initial despair on arrival at this session. He said: “I was not in 
contact with the girl at the time. It was just an upsurge of panic 
in consequence of my feeling a little self-assertive and having a 
bit of an erection. It keeps on happening continually. I am 
striving to feel self-assertion and when it comes I get in a panic 
and deflate the whole thing. What the hell is the good of me to 
any man or woman or beast or anything, if I am feeling so 
deflated! 

“Before my mother I was absolutely speechless. That connects 
up with my being tongue-tied when tlicrc is an emotional con- 
flict in me. It is due to the fact that when 1 was fond of her she 
turned round and went for me and I was so surprised, I was so 
hurt at the unexpected and unfair treatment, that I just curled 
up inside. I can only fed the Jina/ feelings now and not the 
original ones.” 

Analyst: ‘'S/ili, iAai is some feeling after all." 

Patient: “Yes, it may be feeling, but it is directed inwards 
instead of outwards.” 

Whether or not this patient’s analytical material gives us some 
insight into Uic psychopathology of a very early schizophrenic 
process, it is certainly suggestive of the early infantile traumatic 
causes, operating upon a particularlyscnsimcdisposition, which 
may induce repression ofsclf-.TSScrUon, repression of all emotion 
and absence of .liTcclivc response and a pretty tliorough intro- 
version. It transpired that his almost compulsive bch.iviour re- 
garding attempts to pick-up strange women was really the 
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actualisation of an infantile compulsion to re-ingratiate himself 
with his mother, or faihng that to show some self-assertion in 
pursuing his claims. He did not usually succeed in carrying it 
out in his experimental practice, as the attempt to do so would 
of course, and did, bring up the infantile conflict instigated by a 
fear of the “bhzzard” or chastisement which such attempts 
would receive from the mother imago. He himself interpreted it 
as over-determined, in that it was both an attempt to win 
mother and to resume his enjoyable play with the httle girl of 
his infancy. 

The schizophrenic symptomatology in the form of acts or 
activities incongruous to his nature, age and status was suggested 
by the fact that before this interpretation had fully linked up in 
his mind, he would insist in regarding it as my duty, not to 
analyse him, but to teach him by encomagement or what-not 
to overcome his fear of speaking to these strange women and to 
give him courage to carry out his “self-assertive” acts in reality. 
This despite the fact that my reply was always to say the acts, 
ideas or phantasies had no relationship to reality, particularly 
the reality of the psychology of the women concerned, but were 
purely and simply nothing more or less than his tendency, 
through lack of insight, to play out in the present day his in- 
fantile struggle to regain his mother’s attention. It appears that 
this was the only residue of “transference” left to support his 
emotional life. 

The importance of transference interpretation as a thera- 
peutic agent in all analyses, even those of narcissistic disorders, 
is partly revealed by the following excerpt from one of his earlier 
sessions. 

He said: “If I do happen to remember anything of the past 
while I am in an emotionally repressed state it would be a 
purely objective memory . . . about a little boy whom I know was 
myself but do not feel was myself. Therefore as far as my feeling 
side is concerned it is quite unreal, and that is my present state. 
My feeling is unreal, is detached from me. The real T’ is not 
there. When one says one is emotionally repressed one means 
the T’ is emotionally repressed. If I reach an emotional state, 
it is only then that the T’ can show itself, that is when the lid 
can be lifted from the Jack box. This treatment will only help 
me if you will be prepared not only to discuss some emotional 
problem that bothers me, but if you will be prepared to make 
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it real to me, because otherwise, unless you can succeed in 
making it real to me, I have the tendency to put it aside and 
look upon it objectively as unreal.” 

It is only when the patient shows affect towards the analyst 
within the analytical session that tlie immediate emotional situa- 
tion is definitely real to him, and it is only by an interpretation 
of this immediate emotional transference situation that he is 
definitely prevented from objectivising his feeling and adopting 
this schizophrenic defensive measure of regarding it as a tale 
that is told about somebody else. 

This patient, in spite of his schizophrenic mechanisms, in- 
creasingly brought his emotions into the analytical situation as 
was shown originally by his progressive inability to lie on the 
settee, and it was particularly the interpretation of transference 
that made him recognise beyond all shadow of doubt that he 
was still living his infantile conflict as though in its original 
setting with his mother. The unreality of his present-day emo- 
tional life and his introversion were the direct result of the 
primitive mental mechanism whereby the child had defended 
itself against feeling pain, namely, by dissociating all emotional 
feeling from consciousness. It seems to me that this is probably 
an important element in initiating the scl)izophrcnic type of 
reaction — an initial movement which, with the appropriate pre- 
disposition, may conceivably progress to the extent of the mental 
disintegration more readily recognisable as schizophrenia. 

The case of the sex-repressed and parent-fixated girl first 
described, together with this last case, may remind us (hat it is 
the Oedipus conflict which leads to such a strong and deter- 
mined repression of sexuality, extending to all emotions, to the 
development of introvenion in Ujc form of unconscious sexual 
phantasy and to the consequent dissociation of libido from 
rcafrty actachment. 

Libido cannot reach reality if it is not permitted (on account 
of persistent Oedipus repression) even to reach consciousness. 

Whether or not it subsequently regresses to the first oral st.-jgc 
of libidinal fixation these analytical cxccrpls do not rcvc.il, but 
one may say that such a pouerful Oedipus (or parental) fixation 
(particularly as that displayed by our first ease uiih her total 
sax-repression) is indicative of an equally powerful precursor 
in the form of the first libidinal fixation to (he parent— v^hicli 
of course U oral— in the pattern and intensity of which subic- 
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quent libidinal-object patterns must of necessity follow. 

Hence \ye may regard the essential psychological factors in- 
itiating a pathological introversion and schizophrenia as those 
of parent-fixation with consequent repression of sexuality and 
subsequent regression of libido to early fixation points with a 
total deflection of it from present-day environment and an 
absorption of it in archaic unconscious phantasy. 



CHAPTER XXI 


PSYCHOPATHIC PERSONALITIES 
AND PARANOIA 

A DOCTOR colleague came to me in great consternation. While 
he told me the story of his woes certain associations of thought 
formed in my mind which made me feel that the whole incident 
was worth recording. 

His story was as follows. Some ten years ago his wife had 
become the victim of a serious mental illness. After a mass of 
symptoms which included the hearing of voices and other hal- 
lucinations, delusions of persecution and so on, she had finally 
become so \aolcnt that no other course had been practi- 
cable except to have her certified and removed to a mental 
hospital. 

There, after some years of vicissitudes in health, she had 
finally settled down to a course of steady improvement. So much 
better had she now become that he had taken to having her 
home for an occasional day. As her behaviour was good, in the 
course of several months he extended this practice to having her 
home for a whole week-end, and finally for three or four da>s 
at a time. The results were everything that could be desired. 

She harboured some resentment against those responsible for 
her certification and restraint, and a delusion that all this had 
been totally unnecessary if not positively criminal. But apart 
from this she was docile and well-behaved; so that finally, out 
of the kindness of his heart, he thought tliat the time was ripe 
to remove her from ber irksome icstiietions and id ber try bfc 
in tJic normal capacity of housekeeper if not of wife. 

He had launched upon this experiment some four months ago. 
TIjc first month, thougli having some peculiar features, had not 
been too bad, but as time had gone on the position had become 
incrc.isingly intolerable, though it was not easy to get an out- 
sider to undcrst.'vnd thb intolerablcness. 

“Wii.it am I to do about tliis stale of a/fairs, doctor? .\ly 
practice and home arc in (he same house. Tlic position would 
be iiumorous if it were not so tragic, and incompatible both 
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with my domestic comfort and with my ability to pursue my 
professional work. 

“It is difficult to explain what I mean, but perhaps you will 
be able to understand. She is most punctilious and meticulous 
about the house. She counts every article of our possessions and 
draws attention to discrepancies which have arisen in the course 
of the last nine years. For instance, she knows exactly how many 
sheets we had nine years ago when she was removed, and wants 
to know which of my housekeepers in the interim has removed 
the missing half-dozen. Similarly with every article large or 
small. 

“She practically runs my practice for me. She lets in every 
patient, knows all their names, addresses and so on, and often 
their private lives and business. She is insistent to know details 
of every complaint. She keeps a most rigid hand upon the 
financial matters. She demands that I should hand every penny 
of the money I receive over to her for her management and 
proportionment. She says I am extravagant and it is essential 
that she should keep a check upon everything. 

“I think her idea is to allow me about one shilling a week for 
cigarettes and for my personal jase. On the other hand, she is 
not at all economic about the household goods. For instance, 
she has made me waste several afternoons meeting her in various 
stores for the purpose of selecting flower vases for the various 
rooms, declaring she cannot tolerate those which I have 
acquired during her absence. Many of these are expensive 
articles which I cannot afford. 

“At the same time she dictates letters, particularly to her past 
medical attendants in the mental hospital, long and sometimes 
vindictive letters, which she expects me to sign. Of course I do 
not post them. 

“The essential difficulty of the situation is this: she is dicta- 
torial and authoritative in everything. If I oppose her slightest 
demand or attempt in the most trivial degree to argue with her 
or to make her see reason, the result is disastrous. There is a 
flaming row; and if I do not give in, or appear to give in, I feel 
she would get seriously ill. 

“The result is that I have to assess not only every action of 
mine but also every word I say with a view to its tolerability to 
her and its general effect upon her. My sleep is suffering; in 
consequence my practice is going to pieces; I feel I cannot do 
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my professional work under die strain of this psychological 
situation. 

“She appears to have identified herself wth me, or rather me 
with herself. To her mind we arc one. She thinks I share all her 
delusions regarding her previous medical attendants. She talks 
about ‘us’ and ‘we’ always, while at the same time she views the 
rest of the world, including the patients, with a marked degree 
of suspicion. There seems to be nothing 1 can do about it. 

“The psychology of the position seems to be that her mind is 
impervious to any external influence, impervious to the realities 
around her, including economic realities, and totally impervious 
to my opinions, wishes or reasoning. As a result I feel that I am 
in a prison both real and psychological and I can see no way out. 

“It would be no good getting a legal separation because not 
only would she refuse to sign it, but she would be equally im- 
pervious to any legal ruling. She would appear in my home just 
the same and proceed to manage me. X feci I am completely 
trapped and chained hand and foot.” 

While I was listening to this doctor my mind was at the same 
time reflecting upon such questions as the popular conception 
of “strength of character”, the unalicrabih'ty of certain persons’ 
minds, and their total imperviousness to external influences in- 
cluding reality and reason. I thought of nunor instances of 
similar diflicultics concerning husbands and wives wJio had 
previously consulted me regarding their marital partners. 

But in particular I thought of certain dominant political 
flgurcs, and of one who seemed to fit this diciatonaj psychology 
most markedly. It occurred to me that the only essential differ- 
ence bct^\ccn the psychology of this woman and that of Adolf 
Hitler was that his domestic domain had extended to embrace 
the whole of the Third Reich. He had identified himself not 
with a marital partner but with the nation with which Itc had 
united himself. They were one; the rest of the world %\as to be 
looked upon with suspicion,.or more than suspicion; a definite 
conviction of encirclement and malevolence. 

In particular he and this housewife were identical in their 
imperviousness to all external influences whicJi impinged upon 
their rigid mental system. Hence die apparent strength ofclur- 
aetcr. Intolerance, unmodifiabihiy were the keynote of this. 
Nothing was permitted in any circumstances to mcKhfy the rigid 
delusional system w hich had at all <x)its to be cxacthigly put mtu 
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operation and acted out in every particular. 

Psychologically the essence of the situation is unalterability in 
one’s thoughts, immunity from all the impingements of the en- 
vironment, and, in consequence, being oneself unalterable, a 
necessity to alter the environment to fit one’s own psychology, 
with an insistence which suggests that the operation is essential 
for the maintenance of one’s own health or one’s own life itself. 

The fixed determination with which the paranoiac clings to 
his delusions and his complete imperviousness to the evidences 
of reafity, reasoning, arguments, etc., are due to the fact that 
these delusions are not primarily founded upon any reality 
evidences or objective experience. 

On the contrary, these delusions are the result of disordered 
subjective experiences (compare Hitler’s intuition). Through 
some frustrations, inhibitions or perversions of his instinctual or 
feeling nature it is unavoidable that he feels something of a 
mental nature. 

Reality is only useful in so far as it can provide, even by dis- 
tortion, some (to him) confirmation or reinforcement of the 
feelings which he must have at any cost. He will distort the 
realities to suit these feelings and will most certainly ignore any 
realities or arguments which threaten to deprive him of instinct- 
engendered feeling of which his delusional life is the only ex- 
pression possible to him. 

In the deeper analysis of such cases I have come to the con- 
clusion that their delusional system has to a greater or lesser 
extent taken the place of their main biological urges, or indeed 
of their whole sexual life. No power in heaven or earth can take 
this away from them. 

High-grade paranoiacs are notoriously convincing. Many of 
us can remember the famous case of the litigating paranoiac 
who convinced a judge and jury that his entire delusional 
system was the truth, and obtained judgment against his alleged 
persecutors. It took endless legal trouble to disprove the matter 
on appeal. 

I myself have listened for an hour or more to a paranoiac’s 
convincing story of the plot which resulted in him, “a sane 
man”, being incarcerated in the mental hospital where I was 
intervie-wing him. The story was perfect. It would have con- 
vinced any jury and, so far as it had gone up to that point, I 
could find no grounds to question it. 
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However, being encouraged by my apparent credulity, he 
extended it to the doubtful thesis that ^e daughter and son who 
visited him there were not his real daughter and son for they 
had been murdered by the conspirators. This son and daughter 
were impersonations, remarkably clever, even identical in voice, 
but he with his special intelligence could see through the make- 
believe. 

Finally he asked me to promise that I would identify him 
every day on my rounds, for he was convinced that the time 
would come when it would be his turn, as he had witnessed in 
the case of so many of his co-inmates, to be spirited away to the 
local incinerator (actually the hospital’s laundry chimney!) 
never to be heard of again. 

So much for the main outline of the psychopathology of 
paranoia in general. The particular fom which the system of 
delusions takes in specific cases is determined by a number 
of less fundamental causes and mechanisms. 

I have gone into these in some detail in my book War in iht 
Mindy where I have indicated tliat in (he case of Adolf Hitler 
there was also a considerable hysterical mcclianism at work. ThU 
seems to have been founded upon a strong attachment to his 
motfier, and a correspondingly strong, though evidently re- 
pressed largely unconscious), hatred of his father. 

In the face of continued and perpetual frustration from early 
childhood of strong aggressive urges connected with father 
hatred, he felt that there was no course, other than that of endur- 
ing internal agonies, than to vent his hatred, not specifically 
upon the father for that person as the object of his liale had been 
repressed from consciousness, but upon all and sundry. Tlic* 
bigger the explosion the greater the relief. 

Arc all the would-bc conquerors of the world, the historical 
aggressors, like Hitler, hkc some of the patients with whom J 
have to deal, unconsciously trying by their aggression — outward 
or inward in the form of fits and s>mptoms — to rid themselves 
ofintra-psjchic tensions which have become intolerable.’ 

If Hitler had been ps>cho-ana!>scd it would, I think, Ii.ivc 
been found tliat the circumstance which roused him to the 
grc.-iicst frenzy was one in which he conceived of iJic mother, 
or of her s>mbolicai equivalent sucli as the “pure” v>om.in, .n 
h.vving been ill-treated or attacked by a fathcr-cquiv.»Icnl. 

The pure wom.in wc can delect in Mtin Kamp/ii) the cquiva- 
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lent symbol of the blonde Aryan German girl; the father- 
equivalent by such symbols as the Jews. 

All humanity was apparently divided in his mind into two con- 
trasting opposites. There was a very sharp line between them. On 
one side of the line were innocent or good people, such as him- 
self, his fellow Nazis and, by extension, the Aryan German race. 
On the other side of the line, contrasting with the former as 
black contrasts with white, were the bad people or “devils”. They 
included all persons and races not identified with himself. 

His psychology was so built up that he had to spend all his life 
protecting the mother-equivalent (with which he identified him- 
self) on the one side, from the diabohcal father-equivalent on 
the other. Towards the former he had to be nothing but tender- 
ness, so much so that he suffered from grave inhibition in his 
sexual life. Towards the latter, and towards them only, he was 
psychologically free to vent the great mass of hatred and aggres- 
sion bottled up within him. Compare the psychopathology of 
the “epileptic” described in Chapter XVI. 

It is the equivalent of letting loose the frustrated revenge 
against the bad father who in his phantasy so diabolically ill- 
treated the good mother. 

Of special interest in international politics is the psychological 
reflection that in the unconscious mind one’s motherlandj or the 
place of on£s births is symbolically the equivalent of the good 
mother. Of course, it makes little difierence if it is designated as 
one’s fatherland; it is stiU a mother- equivalent. 

It will thus be seen that for a person with this type of psycho- 
logy any injury to his mother country will be resented as the 
■most heinous outrage. Those who perpetrated such an act would 
be unconsciously identified with the diabolical father and no 
degree of revenge or punishment would be too severe for them. 
For instance, those who to his mind “mutilated” the German 
Empire at the Treaty of Versailles would certainly belong to 
this category. 

The fact that it may be possible to justify (or appear to justify) 
such behaviour on reality grounds is no refutation of its real 
source from unconscious psychological forces. Every medical 
psychologist knows that the intellectual (or reasoning) faculty 
is often merely the servant of the deeper (unconscious) levels of 
the mind and is rarely at a loss to find “reasons” or rationalisa- 
tions for carrying out and justifying the latter’s behests. 
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^ Thus some patients can find “reasons” for all sorts ofirrational 
vindictive acts and Hitler found **justidcadons'' for one nation 
or race attacking other nations and races. The avenger, or 
punisher, has in his unconscious those very tendencies the ex- 
pression of which- he is so ready to avenge or punish — and in a 
strength proportionate to the strength of his revenge tendency. 

Occasionally they reveal themselves. Thus ^ve see him ^vho is 
filled with indignation and revenge at the rape of his mother 
country himself devoting his life and all his energies to the 
systematic rape of his neighbours’ mother countries. “Justice”, 
or at least punishment, was always another way of performing 
the very same crime that we profess to avenge or destroy. 

Thus we saw that with Adolf Hider, while the main out- 
line of his psychopathology ;vas that of the paranoiac, there ucre, 
as is always the case in any major illness, many subsidiary 
psychopathological trends and patterns undoubtedly including 
that of major hysteria. 

Such blatant fohns of paranoia as that of the asylum case 
mentioned in this chapter who believed tliat the son and 
daughter who visited him were impersonations arc, of course, 
easily recognisable. That of die doctor’s wfe desenbed at greater 
length might (in the absence of her asylum liistory) escape sus- 
picion, and in her present condition has to be carefully studied 
to be detected. 

But it is the even less obvious forms, albeit witli similar 
characteristics (for instance the rigid unaltcrabiliiy), which, 
through their apparent strength of character, so frequently gain 
allegiance from less rigid or strong-minded persons in their 
vicinity, and commonly become leaders of groups, sects, cults 
and even of nations. 

Their recognition is a prerequisite for the avoidance of future 
wars and for the safety of mankind. In general they arc of all 
persons the least amenable to anal)sis. 

Perhaps wc cannot better conclude this chapter on grater 
illnesses tlian witli anc-xtract from Freud’s i»rilingsshouingth.il 
attempts to draw a sharp line between “nertous” and mental 
illness arc doomed to failure, and that varjing degrees of ego 
impairmcnl arc inseparable from c\cry menial disiurbancc, 
forming .1 graduation from minor ills to p$)chogcivic pi)choics 
proper. Freud said: 
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“Not long ago in quite a speculative way I formulated the 
proposition that the essential difference between neurosis and 
psychosis consists in this; that in neurosis the ego suppresses 
part of the id in favour of reality, whereas in psychosis it lets itself 
be carried away by the id and detached from a part of reality. 
But soon after this I had cause to regret that I had been so 
daring. In the analyses of t\vo young men I learnt that each of 
them — one in his second and the other in his tenth year — ^had 
refused to acknowledge the death of his father — had ‘skotomised’ 
it — and yet neither of them had developed a psychosis. A very 
important piece of reality had thus been denied by the ego, in the 
same way as the fetishist denies the unwelcome fact of the 
woman’s castrated condition. I also began to suspect that 
similar occurrences are by no means rare in childhood, and 
thought I had made a mistake in my differentiation between 
neurosis and psychosis. It is true, there was one way out of the 
difficulty; it might be that my formula held good only when a 
higher degree of differentiation existed in the mental apparatus; 
it might be possible for a child to deal with what would cause 
severe injury in an adult. But further research led to another 
solution of the contradiction. 

“It turned out, that is, as follows: the two young men had no 
more ‘skotomised’ the death of their fathers than a fetishist 
skotomises the castration of women. It was only one channel of 
their mental processes that had not acknowledged the father’s 
death; there was another which was fully aware of the fact; the 
one which was consistent with reality stood alongside the one 
which accorded with a wish. One of these two cases of mine had 
derived an obsessional neurosis of some severity from this dis- 
sociation; in every situation in life he oscillated between two 
assumptions — on the one his father was still alive and hindered 
him from action, on the other his father was dead and he had 
the right to regard himself as the successor. In a psychosis the 
true idea which accorded with reality would have been really 
absent.” ^ 

It woffid appear from this pronouncement by Freud that the 
essential difference between a neurosis and a psychosis is that in 
the former some part of the mind retains a true appreciation of 
- reality in regard to the particular emotionally charged matter, 

• Sigmund Freud, JnUmational Journal of Psycho-Analysis, vol. 9, pp. 164-5, 
“Fetishism.” 
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whereas in a psychosis all reality sense regarding this matter is 
absent. The corollary is that even in a neurosis some part of the 
mind has lost its reality sense. In other >,Vords, the difference 
between a neurosis and a psychosis is that in the former, with 
reference to some particular matter a part but not the >vhole of 
the mind is “mad” and that neuroses arc partial or incomplete 
psychoses. It only remains to add to this that there is no such 
thing as a mind which is 100 per cent, appreciative of reality, 
without some skotomisation, or in other words, tlie normal mind 
also has its elements, however relatively minute and incomplete, 
of psychosis. It will thus be seen how impossible it is to dra\v a 
really sharp line of demarcation between any of the three mental 
categories, normality, neurosis and psychosis, unless we regard 
them as abstractions having no other clinical reality, as every 
case we investigate will exhibit all their characteristics in varying 
proportions. 



CHAPTER XXII 


PSYCHOPATHOLOGY OF SCHIZOPHRENIA 
AND OTHER DISORDERS 

In the following pages I hope to show that all psychogenic illnesses have 
their inception in one identical, initial mental movement. This movement 
is in essence a retreat from unsuccessful instinct-reality adaptation into 
introverted sexual phantasy. The various psychogenic neuroses and 
psychoses represent different stages and different degrees of severity of 
morbid processes consequent upon this initial movement. 

Practically all psychiatrists are agreed that schizophrenia and 
paranoia, despite the apparent divergence on superficial observa- 
tion of their symptomatology, nevertheless belong to the same 
group, and that it is probable that they are manifestations of the 
same morbid process. 

There can be no question of their outstanding importance in 
the study of mental disorder if only from the fact that about 
1 6 per cent, of admissions to mental hospitals are cases of schizo- 
phrenia, and more than half of the permanent mental hospital 
population are suffering from this illness. Perhaps it is for this 
reason that psychiatrists have given it more attention than any 
other mental disorder both as regards its physical investigation 
and its mental manifestations. 

It has been most carefully examined on the physical side from 
microscopic investigation of brain cells, gonads and other en- 
docrines, septic foci, etc., to physiological processes including 
basal metabolic rate, oxidation processes, such as the function 
of oxidase granules in the body of brain cells and dendrites, 
protein metabolism as manifested by disturbances of nitrogen 
excretion, blood-sugar liability, etc. etc. 

Mott believed that a defect in the “vital energy” of the 
fertilised ovum was the main cause. This resulted in progressive 
failure in nuclear prolification and arrest of spermatogenesis 
in the testes, and similarly in signs of early involition in the 
ovaries. 

He elaborated a neurological theory which was briefly as 
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follows. He thought that the intercalary neurones of the cerebral 
cerlex with their large nuclei were concerned in the transforma- 
tion of the molecular oxygen of the oxidase granules, found in 
the body of the cell and dendrites, into nascent or atomic 
oxygen which is necessary for all neural activity. Iron or 
phosphorus present in the nucleus acts as a cataliser. Mott 
thought that the atomic oxygen so formed causes amoeboid 
movements that bring the cell processes into contact, or the 
atomic oxygen causes combustion of sugar with resulting energy 
discharge which stimulates adjacent neurones. These normal 
processes, Mott found histological evidences to indicate, were 
defective in the cases of schizophrenia which he examined after 
death. In general his histological examinations suggested to him 
defective oxidation and hypo-function. 

Many otiier observers have claimed to have found various 
physical and physiological changes ivorthy of consideration as 
causative factors, but whenever some investigator has claimed 
to have made outstanding discoveries of a specific nature tliese 
discoveries seem to have been brought to naught by some other 
equally or more competent investigator. Mott's work which 
claimed so much attention at tlic time was subsequently criti- 
cised by Morse, wlio instead of being content with the luslo- 
logical examination of advanced and debilitated cases, many of 
whom may have died from inanition and intcrcurrcnt disease, 
investigated established cases of schizophrenia in whuh death 
occurred from misadventure, Morse showed that no such cases cx- 
hibited the histological findings discovered by Mott, and tliat 
for instance the arrest of spermatogenesis which he suggested 
was pathognomonic of schizophrenia was really produced by 
inanilion, as it is in an^ person dying from this cause. 

In short, the general result of investigations along ph)sjcal 
lines can be summed up in the words of Dunlap, with whom 
R. D. Gillespie was in agreement: “Schizophrenia is a condition 
lacking in any fundamental or constant alteration of nerv c cells, 
and any ncrvc-ccii alterations that arc found in schizophrcnhi 
arc prob.ably a reaction to various, mostly unknown, bodily 
conditions, plus post-mortem and technical factors”. It would 
seem therefore that, in the present state of our knowledge, in the 
absence, despite every effort, of any reliable cxplan.'Uion on a 
physical or ph)siological Uisis, hc arc forcctl to fall back u;>on 
a possible psychological aetiology. 
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If we turn to the psychiatrists who see the vast majority of 
■ estabhshed cases of scWzophrenia, we find descriptions of its 
psychopathology, based as they are upon purely superficial and 
conscious-level observations, most unsatisfactory to the analyst. 
They offer explanations which are hardly explanations at all as 
they leave untouched the initial causes, beginnings and mech- 
anisms. For instance, Kraepelin describes it as an “impoverish- 
ment and devastation of the whole psychic life, which is 
accomplished quite imperceptibly”. Gan analytical investiga- 
tion succeed in perceiving what Kraepelin found “imper- 
ceptible”? In fairness to Kraepelin it should be said that he 
considered the real cause of the illness to be auto-intoxication 
produced by disordered secretions of the sex glands, an opinion 
^vhich led to Mott’s researches. 

In the forefront of psychological aetiologies, we have already 
mentioned (Chapter XX) Meyer’s view that schizophrenia is 
the result of a progressive maladaptation of the individual to 
the environment. As Gillespie in his exposition of it says: “The 
healthy attitude to life’s difficulties and problems is a direct, 
aggressive, matter-of-fact one designed to overcome the difii- 
culty once and for all, with the result that the individual feels 
satisfied and can proceed confidently to his next problem”. A 
tendency to compensate for failure by retreat into day-dreaming 
— ^I would add: with a certainty of an activation of conscious 
or unconscious sexual phantasy — ^may be the initial element in 
the process of withdrawal from heedthy reaction towards reality 
and in a dissociation of the conative, affective and all other 
elements in the mental life from any relationship to environ- 
ment or to reality. Subsequently, the saga of introverted and 
unconscious happenings and gratifications, having developed 
without reality contacts and without reality frustrations, may, 
when the presence of any reality has been successfully ignored 
or forgotten, show itself in various forms as though there were 
no such thing as reality to be taken into consideration. Thus we 
may get inappropriate actions as well as inappropriate thoughts 
and feelings — ^inappropriate to reality. Examples of such pro- 
cesses are revealed in the cases quoted in Chapter XX. Frustra- 
tions, if not completely avoided, are then “dealt %vith” by an 
immediate dissociation from reality and further introversion. 

With regard to this group of disorders some psychiatrists, 
particularly in reference to paranoia, have gone so far as to dis- 



CHAP. XXII PSYCHOPATHOLOGY 271 

cuss whether the primary disorder was one of the intellectual 
faculties or the affective disposition, in spite of the fact that even 
superficial analytical investigation, including that of intel- 
lectually disordered cases of paranoia, reveals that even the 
most elaborate delusional system derives the whole of its 
dynamic energy from affective sources, and, as Ihave mentioned 
m the chapter on “Psychopathic Personalities and Paranoia”, 
there appears to be a necessity to maintain the delusion with an 
insistence which suggests that it is essential for the maintenance 
of the sufferer’s health or for the maintenance of his very life. 
Indeed, he has little or no other emotional outlet, and it is 
pretty clear that his illness has largely taken the place of his 
sexual life. 

In spite of Freud’s view, for which there is much evidence, 
that paranoia is a projection of repressed libido that had pre- 
viously been fixated at a homosexual level of development, I 
think that some cases show that this projected libido need not 
necessarily have been homosexual, but may have been Iietcro- 
sexual, though at an Oedipus or earlier level. Admittedly, it is 
homosexual fixation which would tend to meet wijh greater 
difficulty in objective, reality expression. At the same time, 
Freud believes that in cases of schizophrenia the libido is fixated 
at an earlier level than tlic homosexual, in fact, right down to 
the first oral stage, and thgt the symptoms of this graver form 
of the disease arc attempts at id-gratification or scif-curc. 

Other psychological views, though relatively more super- 
ficial, all appear to liavc considerable justificaUon in the light 
of the analysis of any of tlicsc introverted cases, depending 
railicr upon the particular level wliich tlic analysis has reached. 
For instance, McDougall’s concept that the two components of 
his so-called “sentiment of self-regard”, namely the self-assertive 
and self-submissive elements, do not function smoothly, but 
enter into a conflict which leads to a rigid embarrassment 
resulting in no effective action or self-expression, is clearly 
shown in the patient whom I quoted at some length in Chapter 
XX. In close accord witlt AIcDougall’s ilicory this patient never 
freely asserts himself and never wholly submits. 

Jung's concept of the scliizophrenic as thinking, acting and 
feeling as one in a dream, is undoubtedly in accordance with 
clinical obscrv'ations and the fact of bis dissodation from en- 
vironmental reality. It is pointed out that the cliild's normal 
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reaction to an intolerable world is naturally a flight into 
phantasy, where, separated from the frustrations of reality, all 
wishes may be gratified. That is perhaps why it is more usual 
for the disorder to begin in early life, commonly between fifteen 
and thirty years of age, when the conflict between the increased 
power of instinct urges and the frustrating environment becomes 
most intense. Compensatory phantasy initiates a retrogressive 
activity of the libido, reactivates unconscious patterns and 
emotions, and the energy of life is to that extent confined to the 
unconscious and withdrawn from reality adaptations. Such a 
process is the antithesis of progress, development and evolution. 
Therefore one would expect, as Jung says, a tendency to “re- 
gression to elements in the collective imconscious”, or an un- 
doing of evolutions and adaptations, and a reactivation of 
archaic mental processes, the movement finally leading to that 
total dissociation from reality which may be the beginning of 
the grave changes which it is so difficult to account for on the 
hypothesis of a psychological aetiology. 

Regarding this difficulty. Stern* points out that we have only 
to suppose this dissociation from reality extending to deeper 
levels in the central nervous system and we might expect a 
process similar to that following a section of a part of the brain 
stem. Typically, he says, “We should expect decerebrate rigidity 
in which the subject stands still, indifferent to stimuli” and in 
which the results are hypertonic, in short, the typical condition 
of catatonic rigidity. Pavlov produced a similar condition in the 
dog during a stage of incomplete sleep. He attributed this con- 
dition to inhibition of the cortex where the senses regulating 
equihbrium were left to work retrogressively and independently. 
As Stem says, the condition bears an obvious resemblance to 
decerebrate rigidity. This view makes the effect of electric shock 
therapy more understandable, as the central nervous system, 
being an electrical organ, we should expect that this dissociation 
could be ended by a sufficiently strong stimulus breaking 
through the dissociating barrier. Stem considers that in cases 
of paranoid type the dissociation is at a higher level in the 
central nervous system, affecting only mental processes and 
therefore not leading to catatonic rigidity, whereas in dementia 
praecox the dissociation is so complete that consciousness is 
largely inhibited, and there is as a result some degree of hypna-- 

‘ Stem, British Journal of Medical Psychology, vol. 19, part i, p. 119. 
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gogic state. I think one might add that a slighter degree of some 
such state exists in severe cases of hysteria also, and, though it 
does not lead to catatonic rigidity, it may help to explain some 
of the paralytic and spastic phenomena, although the organisa- 
tion of these may be of a higher order than that of the dis- 
sociated elemente in scluzophrenia. 

Many of the symptoms of tlie dementia praecox are defensive 
ones'. If he lives in a dissociated pleasure world he must avoid 
the intrusions that would wake him from his dream; hence his 
hebephrenia, or stupor, — hence his negativism, or mutism. They 
are the natural reactions of the “sleeper” protecting himself 
from being awakened. His bursts of catatonic violence may on 
occasions be instances where defence has turned to counter- 
attack. As Stern points out, automatic obedience, echolalia and 
echopraxia, may be attempts to avoid interruption by the alter- 
native process of offering no resistance. On tlie other hand, a 
good deal of catatonic excitement is doubtless the acting-out of 
phantasy with total disregard of all surrounding realities. He 
holds the view that padents suffering from dementia praecox 
need plenty of sdmulation and if left to themselves tend to 
become more demented, that is why they do badly in institu- 
tions where the policy, apart from shock or insulin therapies, is 
to avoid trouble, if possible by “letting sleeping dogs lie”, for 
the completely introverted hebephrenic or stuporous patient 
makes for peace and quiet in all aroundl 

Gillespie implicitly indicates a similar view regarding the 
psychological treatment of early schizophrenics. He deplores 
the fact that they arc commonly not brought to the psychiatrist 
undl the disorder is thoroughly established, and suggests that 
the bizarre conduct, tantrums and difficulties of child life sliould 
be scrudnised much more closely as a prophylactic measure 
and tliat tendencies to retreat into day-dreaming and so on 
should be met by encouraging external interests, pariicuhrly in 
those predisposed to morbid intro\cr5ion. He advocates that 
shy, nervous and sensitive individuals should be encouraged to 
talk over their di/ficuJdcs more freely so that they i»iJl not be 
tempted to seek introverted retreat. He believes that tiicsliowing 
of an individual interest (and, I would add, understanding) in 
cases of this kind is of paramount importance in prev enting the 
disease and in helping the pattenu in the earlier stages, and goes 
so far as to suggest that a lot of the benefit denved from special 
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methods of physical treatment, such as insulin, etc,, may really 
be due to a psychotherapeutic process brought about by the 
physician’s increased interest and attention. In my experience 
there is little doubt that the same applies, perhaps even to a 
greater extent, in very early cases with paranoid tendencies and 
ideas of reference. If properly handled they are capable of as 
strong a transference to the psychotherapist as any case of 
hysteria, though admittedly there is the possibility of the analyst 
being identified with the “bad image” in the end. 

Discussion: Psychologically there are two ways of achieving id- 
gratification. The first is by manipulating reality so as to achieve 
the gratification, direct, substituted or sublimated, in the real 
world. This is the normal or healthy process. The second way, 
which certain types of mind are more prone to adopt than 
others, comes about when the fight against frustrating forces in 
the reahty world is abandoned. Id-gratification is then relegated 
to a world of unconscious phantasy and facilitated by the ex- 
clusion of interrupting reality. This is a process which, if it takes 
place to a large extent before the mind is adequately hardened 
by maturity, may initiate an introverted libidinal flow which 
may continue to retrogress until it produces all the phenomena 
of schizophrenia. Thus we see that if no physical aetiology is 
established we are forced to adopt this psychological theory to 
account for a process which can progress to dissolution of mind 
and body. 

The grave symptoms of the advanced catatonic or dement 
give the impression that they must emanate from physical or at 
least physiological disorder. If this is so, if the later symptoms 
spring from organic sources, what are we to say about the earlier 
or the earliest (mental) symptoms? Would it not be only logical 
to assume that they also must have been, in the light of further 
developments, due to organic causes, presumably the first and 
at that time the only manifestations of these incipient organic 
changes? Or are we to postulate that though the later, grave 
symptoms of this psychosis must have organic causes (physical 
or physiological), the early (mental) symptoms, on the contrary, 
are adequately accounted for on a psychogenic aetiology? In 
this case we would have to say that schizophrenia is a disease 
which is initiated by psychologic^ causes (such as conflict), and 
that, as a result of this mental process, certain physical or 
physiological processes take place in the body and brain which 
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in turn produce the grave symptoms, including dementia, of the 
advanced stages of the disease. 

This may be the truth, but one can well understand dis- 
satisfaction with such a hypothesis, and a leaning towards the 
view, in spite of absence of evidence in the present stale of our 
knowledge, that some primary, as yet undetected, organic factor 
is responsible for all the symptoms including the early mental ones 
as well as the later dementia and bodily deterioration. But even 
if, despite the absence of evidence, we lean to this view, that tlic 
primary cause of the condition is organic, ^vc still have to 
account for the coming about of such an organic cause. In other 
words, the establishment of physical causes would not really 
solve our problem. 

To my mind the best possible hypothesis, in the present state 
of our knowledge, is in accordance with my general tiicory that, 
however mucli physical and chemical factors were responsible 
for the phenomena of life in its earliest and most primitive 
stages, once a nervous system is established, it, or the subse- 
quent mind, becomes tlie spearhead of adaptation to environ- 
ment and the important agent for evolutionary change in the 
process of biogenic (and I would add Lamarckian) evolution. 

1 consider that a study of the state of schizophrenia, including 
the revelations of physical and mental investigations, should 
incline us to the view that the mind and body arc inseparable, 
and that the changes in schizophrenia arc manifestations of a 
single morbid process initiated bya morbid form ofid-gratifica- 
tion, through phantasy instead of through reality adaptation, 
and extending through the generations (Lamarckian-vvisc), 
affecting both mind and body as one integral whole. 

Let us return for a moment to clinical material for a further 
assessment of these hypotlicscs. 

If one spends one’s time listening to every variety of p$)cho- 
gcnically disordered patient expressing his complaints and hb 
free associations of thought, the earliest beginnings of a schizo- 
phrenic mental process are frequently, if not conlinuouily, 
revealed in various degrees of micnsiiy. 

For instance, .an extraordinarily slow-moving and $Io«- 
thinking single man of thirty-Gve, higiUy educated and iliouglit- 
ful, but v\illi the facies ofa boy ofninclccn, puts in the furefroru 
of lib sjmpiom-picturc a continuous and lifelong state of what 
he calls “mental tiredness”. He denio depression and explain*: 
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“My brain always keeps on going to sleep for little intervals and 
I cannot control it. Even while people are talking to me I find 
my mind keeps lapsing and coming back.” He declares that the 
process began as far back as he can remember, as early as the 
age of six or eight, and that it has continued ever since. It may 
have got a little worse at puberty. Later it transpires that he 
connects these repetitive lapses of mind and his perpetual mental 
tiredness with a habit of indulging in sexual phantasy. He says: 
“From at least the age of six or eight I was subject to sexual 
desire. I did not indulge in ordinary masturbation, nor have I 
done this or any other sexual activity, but I have indulged in 
the habit of abusing myself mentally. There is no doubt about it 
being sexual for it is always accompanied by a state of erection 
more or less, an erection which comes and goes in lesser or 
greater degrees and is brought about simply by a process of 
thought. This I am sure is responsible for my constant lapses of 
thought and for my perpetual mental tiredness.” 

There are attempts at least at reality contact in his more or 
less unconscious sexual phantasyings, for the event which has 
brought him to treatment is a recent attachment to a woman 
friend in spite of the fact that he had always assumed that he 
was, as the result of this sexual-phantasy practice, “permanently 
unfit for marriage”. Although his sexual impulse was generally 
confined to phantasy never having found expression either in 
sexual intercourse or in masturbation, on a certain occasion 
with this woman friend his phantasy led him to a tentative 
approach to her with his hand, and this much reality contact he 
was finding stimulating to his eroticism, though, as he says, it 
never has or would lead to a natural handhng of the female 
genital. However, so far all was going well in phantasy, despite 
the lady’s persistent frustration of reality progress. Further 
evidence shows that this success was largely due to the frustration 
on a reality plane, for presently when she explained her resist- 
ance by telling him that she felt his advances too strongly and 
in fact was in love with him, instead of experiencing the usual 
positive response he tells me, “I was immediately paralysed 
with fear — ^fear so strong that it was practically nausea. All sexual 
feeling immediately vanished with this fear.” 

Now this patient had a dream in which he was in a dark hall 
with a dangerous male enemy who disappeared through a door. 
A woman (identified as partly his woman fiiend and partly his 
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mother) was beside this door and she kept opening and shutting it 
at irregular intervals. The room on the other side of the door 
was brightly lit. Every time she opened the door the dreamer 
had to take immediate defensive action (for instance by tlirovv^- 
ing something to ensure the door being closed at once) other- 
wise he says he would have been “finished”. 

This is an acute anxiety dream symbolising his fear of the 
woman opening her door (vagina) to him. He identifies it with 
the acute fear he felt when his svoman friend declared she loved 
him. Its identity with the Oedipus situation is evident. Thus \\c 
see that the intensity of this Oedipus anxiety is the essential 
intra-psychic factor responsible for his fear of objectivising his 
sexuality, and his Oedipus frustrau'on is the essential ingredient 
of his erotic phantasy life and responsible for a mthdrawal of 
this part of his mind from reality contact. 

We can see too that this introverted libido tends all the time 
to attract his attention towards itself and to %vithdraw it from 
current realities such as a conversation he may be having. This 
is the first symptom he mentioned in connection with his mental 
tiredness, Wc can well imagine that if tlie withdrawals from 
reality were more prolonged tliis patient would be indistinguish- 
able from a schizophrenic. As it is there is little afTectivc life left 
in the “dark hall” of his conscious mind and he is terrified of the 
emotional intensity of liis unconsdous levels. If, on the other 
hand, tlie withdrawals from reality were only an occasional and 
less marked feature of his psychology, indicating a less severe 
Oedipus fixation and in consequence a less intense castration 
anxiety, the energy of his sexual instinct uould be finding ex- 
pression in normal heterosexual contact and expending itself in 
dctumcsccncc, and leaving the rest of liis ps>che free to uulbc 
the residue of energy in further reality contacts. In short, lie 
would be normal. ^Vre wc therclbrc here investigating the 
essential element in the initiation of Uic psychology of schizo- 
phrenia? 

A tall, thin girl oftwcnly-lvvo cxliibiiingmany of the phj'sical 
stigmata of schizophrenia tells me that the depressions of which 
she complains start witli sexual feelings arc rdated to her men- 
strual c>clc and began at fourteen, about three months before 
her periods si.irted. During .'Wial>MS she expressa tJic opinion 
that if she were leading a nomul sex hie, particular!) tf the 
could get sexual satisfaction **« lliat is to wy al the 



. SECT. IV 


278 CLINICAL PSYCHOLOGY 

moment when she is feeling sexual, then, she says, the depression 
would not come on, and what is more she would never get 
depressed again I 

Although her history shows an extreme paucity of hetero- 
sexual contacts, it shows enough to demonstrate that, un- 
fortunately for her theory, the sexual feelings never do come 
on when she is with a would-be man friend; and, indeed, when 
such a one has pressed his sexuality upon her she has invariably 
been entirely incapable of the slightest feeling-response. In 
short, her sexuality only flourishes in the absence of any reality 
contact and therefore, despite her theory, is a thing apart from 
current realities, being^confined to introverted phantasy. 

Why is it that some males persist in thrusting themselves upon 
such introverted women to find, as they invariably do find, that 
they have married a permanently more or less frigid wife? Is all 
frigidity and impotence a manifestation, at least in part, of such 
schizophrenic mechanisms? I believe it is. 

This particular patient described her mental content as 
follows: “It is like being in a dream, though mostly I don’t 
know what the dream is about. At times it is accompanied by 
sexual feeling, and then I get this depression because there is 
no means of satisfying the feeling. At the same time on account 
of this dream I don’t know all the time what I am saying and 
what I am doing. I go about in a sort of daze, feeling as though 
I were perpetually drunk. If people noticed it they would think 
I was absolutely mad.” 

In spite of these exceptionally revealing remarks, this patient 
proved almost as unapproachable mentally as she evidently was 
unapproachable physically. Her heart was apparently as cold 
as her hands. At times one even got the impression that if a pin 
had been stuck into her she would not have felt it. Very little 
mental-emotional contact could be established, but she showed 
surprisingly rapid improvement when subjected to electric con- 
vulsive therapy, the depression, which was a recurrence only 
six weeks old (after two years of relative health and a previous 
attack of four years’ duration), vanishing immediately after the 
first electrical treatment. Unfortunately this excellent result was 
not maintained. 

A more markedly schizophrenic young man of twenty-three 
suffering from mental fatigue and with a tendency to dreamy 
states, ideas of reference, and some evidence of auditory hal- 
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Jucinations, whose father says he has never shown the slightest 
interest in the opposite sex, tells me that he met a girl whom he 
“would not mind marrying**, but he has “never bothered to 
meet her again”. And it transpires that he does not even re- 
member her name. He says; “It seems quecrl” The “queemess** 
IS due to the fact that he prefers his romantic-neurotic phantasy 
life to any reality contact. His libido has withdrawn itself from 
reality and become introverted, preparatory to rurt}}er regres- 
sions, unless reality contact can be re-established. 

In the meantime he is not only indulging in the usual adole- 
scent day-dreams of romance and acliievement, but is sub- 
stituting these for all reality manipulations and endeavours. His 
mcgalomanic tendencies, such as ideas that he can accomplish 
anything from scholarship to genius in spite of reality evidence 
to tlic contrary and in spite of the absence of any attempt at 
accomplishment, obviously emanate from phantasy. Ifwc ask 
the nature of this phantasy and the mccham'sm of tiie production 
of mcgalomanic ideas, analysis reveals the following answer; 
The buoyancy of erotic feelings and phantasies, unimpeded bj? anjf 
reality contaets, creates a sense of omnipotence sometimes revealed 
in the familiar erotic dreams of floating on air, flying cfTortlcssly, 
etc., and similarly in scliizoid states equivalent delusions of one’s 
effortless omnipotence. The source and mcchanbm is the energy 
of the sexual instinct creating tumescence witliout comcious 
effort, or even witliout conscious co-operation or knowledge. 
This is another instance of the fruits of Uic schizophrenic dis- 
sociation from frustraU’ng and inhibiu'ng reality. The point I 
wish to emphasise is the source of the symptoms in dissociated 
.sexual phantasy. 

My theory of scliizophrcnia, based upon tJiis clinical material 
and upon that described in die preceding chapters, particularly 
in Chapter XX, and taking into consideration other psycho- 
logical tlicorics and the absence of evidence of organic primary 
causes, may be enunciated as follows: 

The schizophrenic process begins in the manner uilfi whicJi 
we arc famihar in all psychogenic disorders, namely, with a 
repression of Oedipus sexuality — repression meaning a certain 
degree of dJssociadon or splitting. Tlic process therdbre begini 
\cry early in life and probably no person is free from some 
modicum of it. Tlie repressed libido gi\c$ rise to more or Idi 
uncoiucious sexual ptiantasy, and dirough iu withdrawal from 
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reality is responsible for that degree of introversion. If the 
quantity of repressed libido is sufficiently great, and if sexual 
frustrations and inhibitions prove stronger than the tendency to 
extroversion of the developing libidinal drive, this developing 
libidinal energy will also tend to become repressed, and will 
therefore introvert and reinforce the dissociated or split-off 
Oedipus nucleus. That is why schizophrenic tendency is fostered 
by pubertal and post-pubertal frustrations and inhibitions, the 
introversion increasing instead of decreasing. 

But here an overwhelmingly important physical element 
comes into the morbid picture and contributes on the material 
or physical side what mere psychological processes or libidinal 
flows could no more cause than could a thought process, without 
the executive mechanisms of the voluntary musculature, produce 
changes in the material world. This overwhelmingly important 
physical element is the organic changes developing in the body 
in general and in the gonads and other glands in particular, 
coincident with the onset of puberty. These developmental 
changes should normally initiate a new or altered relationship 
to environmental reality, specifically a new form of behaviour 
towards the complementary sex, as witnessed in the animal 
world during the breeding season. But, owing to their psychic 
mechanisms having become introverted, and such reality adjust- 
ment being in consequence impossible, the physical and chemical 
forces developing at puberty do not obtain this normal outlet, 
and accumulate instead within the organism to produce physical, 
organic and nervous tensions, as capable of producing changes 
as momentous and as destructive to the individual holding them 
in, as their normal expression would be capable of momentous, 
biological changes in the form of multiplication of the species. 
If these forces can produce innumerable members of a species 
(“massive production without limit”) when they go into out- 
ward expression, surely it should not surprise us if they can also 
produce the destruction of an individual when they remain 
bottled up within him. Therefore nothing, from schizophrenia to 
cancer, or death itself, should surprise us as a consequence of 
this originally insignificant, initial mental movement towards 
psychosexual introversion. 

Once a preference is established — a preference based upon 
the pleasure-pain principle and the avoidance of fear — ^for intro- 
version, for indulgence in phantasy and against the now dis- 
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turbing reality connections, the morbid process is in operation, 
the libido is turned from reaKty contacts and into a world of 
pleasure-giving phantasy, largely unconscious phantasy. Tliis is 
the initial movement in schizophrenia. 

In certain cases so large a proportion of libido is drawn 
towards the repressed or split-ofF part of the personality that 
contact with reality is sufficiently lost for schizophrenia to be 
diagnosable. 

Whenever outwardly-directed libido, having met \vith frustra- 
tions which it cannot overcome, gives up the struggle and re- 
treats instead to introversion, the stage is set for a mechanism 
with which we are familiar in all psychogenic disorders. Tins 
mechanism is that of regression. The repressed libido regresses, 
activating in turn not only the Oedipus complex but earlier and 
earlier pre-genital libidinal organisations, rctrcatingfurthcrand 
further from any possibility of reality contact until the earliest 
organisations of the libido are activated and absorb practically 
the ^vhole of the libidinal energy. Finally, the regression is to 
unorganised libidinal fixations such os bodily enervations, vaso- 
motor system, etc., resulting in such physical manifestations of 
the disease os catatonic postures and blue cxtremidcs. Tiic en- 
docrine changes, which have been so much stressed by die 
exponents of die organic theory of causation, should present us 
with no difficulty for it is well recognised tliat (he first physical 
effect of emotional change in any living organism is usually in 
glandular function, and I would add emphatically, ifsufficicntJy 
prolonged or repetitive, in glandularstructurc, functional change 
preceding eventual structural change. I myself would go so far 
as to extend tliis hypothesis to the whole field oforganiemedidne 
not excluding bacterial microbic infection, and to emphasise 
shat, as wejbave Jramsinrccant >cacs that stoniaclu do not .go 
bad in.tlicmsclves and arbitrarily develop ulcers, so wc shall in 
due course find that no organs anywhere in the living organism 
behave in this unilateral fashion, but arc all beholden to the 
emotional life of the whole organism for tlicirfunctional activity, 
their structural change and their resistance or oihciwisc to 
invading enemies. 

Tlic essence ofmy hypothesis is tliat the morbid process begins 
with a frustration of sexuality on the reality plane, a fru$ir.»uon 
vvhicJi is of course inevitable in*lhc Oedipus stage of dcvcJo;>- 
ment but which may be greatly contributed to throughout hfc 
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thereafter, particularly at puberty. This frustration, whether 
caused by external or intra-psychic forces, such as super-ego, 
leads to a breaking of contact between the sexual drive and 
reality and results in the former expending its energy in phantasy 
or hallucination in order to relieve its tension. 

I now wish to extend this hypothesis to all psychogenic dis- 
orders, psychoneurotic and psychotic, without exception, point- 
ing out that the differences between the so-called varieties of 
disorder are essentially differences in degree of subsequent 
libidinal regression, a qualitative difference, and that the differ- 
ences in severity of disorder are due not only to this qualitative 
difference, but also to quantitative differences in the relative 
amounts of libido which follow the regressive path. 

On careful study it will be seen that such implications can 
almost be deduced from the classifications of neurotic and psy- 
chotic disorders based purely upon clinical or psycho-analytical 
evidences. For instance, when Freud divides psychogenic dis- 
orders into two main categories, those of (i) the “transference 
neurosis” and (2) the “narcissistic or paraphrenic conditions”, 
he is unconsciously suggesting my hypothesis in that he has told 
us that according to his clinical experience certain illnesses, to 
wit the psychoneuroses, are more prone to libidinal transfer- 
ences, that is to say have a stronger contact with reality {in the shape of 
affective feelings towards another person) , and that the psychotic con- 
ditions have less capacity for this reality libidinal contact called 
“transference”. In other words, quantitatively at least a greater 
proportion of the latter’s libido has retreated from reality into 
introversion. 

“Abraham, Bleuler and Jung have all demonstrated that 
schizophrenia exhibits unconscious psychogenic mechanisms 
akin to those met with in the neuroses, and that the disorders 
manifested represent an introversion of interest accompanied by 
a regression of mental processes towards' a more infantile type.” ^ 

Since writing the foregoing conclusions I find that in the 
above-quoted article Dr. Ernest Jones says: “We are not yet in 
a position profitably to discuss the fundamental causes of the 
differences between the neuroses and the psychoses. . . . The 
most satisfactory formulation of them at present possible would 
seem to be that the introversion', or turning away of interest from 

* Ernest Jones, American Journal of Insanity, vol. 6g. 
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the outer world which is the most characteristic feature of both, 
has proceeded to a further degree in the case of the psychoses 
carrying with it a loss absolute or relative of the feeling for 
reality. In the neuroses the introversion essentially relates to the 
sexual hunger (hbido), whereas in the psychoses Uicre is present 
as well as this also an introversion of other interests tvith a 
relative abrogation, temporary or permanent, of the reality 
principle; whether this abrogation can be ascribed, as Freud 
seems inclined to think, to particularly complete introversion of 
the sexual hunger is a moot question in the forefront of interest 
at the present time.” 

I here claim that the clinical material placed before the 
reader in this and the preceding chapters is without exception 
circumstantial evidence in favour of the conclusion that in all 
cases this abrogation can certainly be ascribed to a “particularly 
complete introversion of the sexual hunger”. I tvould say, 
further, that no other factor emerges from (he clinical matcri.ii 
as a precipitating or initial cause of Uic morbid process. 

But my second hypothesis with which I am now concerned 
is that the psychoncuroses and psychoses not only have this 
initial factor in common, but that the differences between them 
and their various categories is qualitatively the fixation level 
which the subsequently rcgrcssinglibido reaches, and the relative 
quantity of libido which so regresses. In other words, I would say 
that all psychogenic illnesses begin with this initial introversion 
of sexuality and differ only in the quality and quantity of the 
subsequent regression. One must add, of course, that no normal 
mind is free from some quantity, however relatively slight, of 
this introversion of sexuality and consequent regression of hbido, 
and what is more, every normal mind has some modicum at 
least of every quality of iibidinal regression and fixation. (After 
all, this should not surprise us, for on the plqsical plane wc arc 
familiar with every vestige of our phylogenetic and ontogenetic 
P“‘-) . . . . ' . 

As a result of one’s clmtcal cxjicncncc, the imprctiion u 
forecd upon one iJiat all minds, noniial, psjchoncuroiic or 
ps>chotic, arc essentially .Umost identical, or at lc.asl sljarc 
identical mental mechanisms. In so far as, os a result of reality 
frvistmtion or super-ego inhibition, Iibidinal contact with rc.ihty 
is prevented and in consequence the Iibidinal energy intro- 
verted, to that degree is a morbidproccs3initwtcd;andnoliving 
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thereafter, particularly at puberty. This frustration, whether 
caused by external or intra-psychic forces, such as super-ego, 
leads to a breaking of contact between the sexual drive and 
reality and results in the former expending its energy in phantasy 
or hallucination in order to relieve its tension. 

I now wish to extend this hypothesis fo all psychogenic dis- 
orders, psychoneurotic and psychotic, without exception, point- 
ing out that the differences between the so-called varieties of 
disorder are essentially differences in degree of subsequent 
libidinal regression, a qualitative difference, and that the differ- 
ences in severity of disorder are due not only to this qualitative 
difference, but also to quantitative differences in the relative 
amounts of libido which follow the regressive path. 

On careful study it will be seen that such implications can 
almost be deduced from the classifications of neurotic and psy- 
chotic disorders based purely upon clinical or psycho-analytical 
evidences. For instance, when Freud divides psychogenic dis- 
orders into two main categories, those of (i) the “transference 
neurosis” and (2) the “narcissistic or paraphrenic conditions”, 
he is imconsciously suggesting my hypothesis in that he has told 
us that according to his clinical experience certain illnesses, to 
wit the ps^'choneuroses, are more prone to libidinal transfer- 
ences, that is to say have a stronger contact with reality {in the shape of 
affective feelings towards another person), and that the psychotic con- 
ditions have less capacity for this reality libidinal contact called 
“transference”. In other words, quantitatively at least a greater 
proportion of the latter’s libido has retreated firom reaHty into 
introversion. 

“Abraham, Bleuler and Jimg have all demonstrated that 
schizophrenia exhibits unconscious psychogenic mechanisms 
akin to those met with in the neuroses, and that the disorders 
manifested represent an introversion of interest accompanied by 
a regression of mental processes towards' a more infantile type.” ^ 

Since writing the foregoing conclusions I find that in the 
above-quoted article Dr. Ernest Jones says: “We are not yet in 
a position profitably to discuss the fundamental causes of the 
differences between the neuroses and the psychoses. . . . The 
most satisfactory formulation of them at present possible would 
seem to be that the introversion', or turning away of interest from 

' Ernest Jones, American Journal of Insmaly, vol. 6g. 
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the outer world which is the most characteristic feature of both, 
has proceeded to a further degree in the case of the psychoses 
carrying with it a loss absolute or relative of the feeling for 
reality. In the neuroses the introversion essentially relates to the 
sexual hunger (Ubido), whereas in the psychoses there is present 
as well as this also an introversion of other interests tnth a 
relative abrogation, temporary or permanent, of the reality 
principle; whether this abrogauon can be ascribed, as Freud 
Teems inclined to think, to particularly complete introversion of 
the sexual hunger is a moot question in the forefront of interest 

at the present time.” . , , . . r . 

I here claim that the clinical material placed before the 
reader in this and the preceding chapters is without exception 
circumstantial evidence in favour of the conclusion that in all 
cases this abrogation can certainly be ascribed to a “particularly 
complete introversion of the sexual hunger . I would say, 
further, that no other factor emerges from the chnical material 
as a precipitadng or initial cause of the morbid process. 

But my second hypothesis with which I am now concerned 
is that the psychoneuroses and psychoses not only have this 
initial factor in common, but that the differences beriveen them 
and their various categories is qualitatively the fixation level 
which the subsequently regressing Ubido reaches, and the relative 
quantity of libido which so regresses. In other words, I would say 
diat all psychogenic illnesses begin with this initial introversion 
of sexuaUty and differ only in the quaUty and quannty of the 
subsequent regression. One must add, of course, that no normal 
mind is free from some quanUty, however relaUvely shght. of 
this introversion of sexuality and consequent regression of libido, 
and what is more, every normal mind has some modicum at 
least of every quaUty of libidinal regression and fixation. (After 
all this should not surprise us, for on the physical plane we are 
familiar with every vestige of our phylogeneUc and ontogeneuc 

''^As' a result of one’s cUnical experience, the impression is 
forced upon one that aU minds, normal, psychoneurotic or 
OSYchotic, are essentially almost identical, or at least share 
identical mental mechanisms. In so far as, as a result of reaUty 
frustration or super-ego inhibition, hbidinal contact with rcahty 
is prevented and in consequence tlie hbidinal energy intro- 
verted to that degree is a morbid process iniriated; and no living 
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person is entirely free from it. It will be appreciated that the 
greater the quantity of libido so introverted, the greater will be 
the tendency to regression and libidinal reactivation of earlier 
fixation points. It would appear on the clinical evidence that in 
the psychoneuroses the quantity of this morbid process is in- 
sufficient to lead to more than relatively slight loss of reality 
contact, whereas the psychoses differ from this in that the 
quantity of introverted libido is greater and the regressions both 
deeper and quantitatively stronger, resulting of course in a 
greater dissociation of interest from reality. 

But within these general principles clinical evidence shows us 
certain refinements which we may tentatively bear in mind. 
Thus it would seem that in schizophrenia the libido has regressed 
to the very earliest fixation levels, including sometimes the 
earliest oral, or sucking stage, whereas in manic-depressive 
psychosis the libido, though following I think identical pro- 
cesses, including the initial introversion of sexuality, has not 
regressed further than the second oral stage (in psycho-analysis 
the stage of cannibalistic incorporation of the whole-object). 
Ernest Jones hazards the view that manic-depressive psychosis 
and schizophrenia “represent merely different stages and varia- 
tions of a profound introversion rather than two entirely distinct 
disease processes”. He goes on to say that this disorder, together 
with “other conditions, notably certain of the epilepsies, may 
profitably be regarded as representing intermediary stages, so 
far as the extent of introversion is concerned, between the 
neuroses and paraphrenia” (schizophrenia). * Urstein also 
reached the conclusion that manic-depressive insanity is to be 
regarded as a syndrome of catatonia.^ 

The impression gained is that all psychogenic disorders have 
much in common, and are essentially different stages of different 
degrees of reaction to environmental frustration and intra- 
psychic conflicts of various intensity. 

I. have myself had clinical evidence to indicate that in obses- 
sional neuroses the qualitative regression of libido has mosdy 
not gone back earlier than the later anal-sadistic stage (retention 
stage). For instance a very typical obsessional patient of mine 
told me that his illness had begun with his holding in his sexual 
function and confining it to phantasy, but had subsequently in 

‘ American Journal of Insanity, vol. 6g. 

- Urstein, Das manisch-depressive Irresein als Erscheinungsform der Kalatonie, igia. 
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the course of time proceeded to his holding in his faeces instead 
of letting them out, and that this activity, a conflict at his anus 
of which he was physically aware, now absorbed almost the 
whole of his emodonal interest throughout his dally life and 
made it almost impossible for him to attend to his work or any 
reaUty matters and caused him to be in a perpetual state of 
exhaustion as it took up so much of his energy. 

One’s clinical impression is that, once hbidinal regression 
passes the line as it were between the later anal stage of reten- 
tion and the earlier anal stage of expulsion, contact with reaUty 
becomes so gravely lost that the victim may be regarded as 
having passed the border between psychoneurosis and psychosis. 
The obsessional patient just quoted from often vacillated 
between the two sides of this boundary. One felt that if his 
massively regressed libido sUpped to a slighdy lower fixation 
level e g. that of the first, or expulsive, anal stage, he might 
easily have lost such contacts as he now possessed with the 
reality world and lapsed into irrevcisible schizophrema. 

Such cases, Uke a large proporUon of the constitutionally pre- 
determined psychotics and neurotics who come for treatment, 
are beyond cure, and we have to content ourselves with a little 
nalUative utiUsation of such porUons of their libido which may 
still be utilisable, though often not beyond the realms of 


If the elucidation of the psychopathology of these illnesses 
leads us to take a gloomier view regarding the prospects of 
therapeutic measures, we may take consolation in the thought 
that it brightens considerably the prospecu of prevention or 

'’^f alTpsychological basb of schizophrenia and of all other 
psychogenic illnesses is laid down at the Oedipus level of develop- 
ment and is therefore impossible to prevent, it may at least be 
possible to prevent this nuclear basis receiving contnbuUons 
through a succession of sexual fnistrations during the rest of the 
individual's life. A point not to be lost sight of is that the removal 
of mere reality frustrations, whether or not desu-ablc on its own 
account would be no remedy, for the most specific frustrations 
are those promoted by the individu^ mra super-ego and ego. 
In short, the sexual instinct cannot be healthfully reheved of its 
tensions’ without the demands of super-ego and ego being 
simultaneously met or incorporated in the process. It is on this 
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account that we witness the attempts on the part of educators 
to encourage the developing child to get its satisfactions in sub- 
stitutive or sublimated forms. Perhaps it is only when these sub- 
stitutions or sublimations prove inadequately gratifying to the 
libido that a state of frustration can be said to exist. 

The criticism from clinical psychology would be to the effect 
that while every effort is made to raise sexuality to a level that 
^ will satisfy super-ego and ego, however morbid these latter may 
be, no attempt is made to bring super-ego and ego down to a 
level when they would be satisfied with an even slightly modified 
sexuality. Perhaps it is this hardness of the heart on the part of 
the elders towards their children, if not towards themselves, 
which is the essential factor initiating the initiating factor in the 
causation of schizophrenia. Incidentally this may account in 
part for the repressed hatred which is invariably present in these 
cases. 

I would add that schizophrenia and recognisable psycho- 
genic and other disorders are but the manifestations of morbid 
xmdercurrents that, in some degree or other, vitiate the health 
and happiness of every individual member of the social organisa- 
tion and result in the latter being as unhealthy a sociological 
growth as the individuals that comprise it are imperfect bio- 
logical growths, the one acting upon the other reciprocally. 

However difficult it may be to deal with these problems in a 
practical way during infancy and childhood, the task should 
not prove insurmountable when it comes to the great transi- 
tional period in developmental history, when the choice has 
to be made between the morbid introversion of pubertal 
sexuality and its satisfactory social-sexual expression in a real 
world. It is conceivable that if society can find a remedy for the 
sexual strains of the pubertal and post-pubertal years in such a 
manner that sexual expression would be both ego-syntonic and 
super-ego-syntonic, then it might well find that within a genera- 
tion or so it had reduced very considerably not only the admis- 
sions to its mental hospitals, but also an astonishingly large 
proportion of its sufferers from ill-health, both recognised 
psychogenic ill-health and debilitating diseases and invalidism, 
of every description. The whole prophylactic problem still re- 
mains to be carefully and scientifically worked out in detail. All 
I have hoped to do in this connection is to indicate a basis, 
however revolutionary, and to stress the need for exact study 
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on the lines of clinical research. This preliminary essay is, I feel, 
rendered all the more necessary as the inauguration of a State- 
controlled medical service threatens to stabilise and render 
permanently sterile the present inadequacy, or rather errone- 
ousness, of our current practice, and the misconceptions upon 
which it is based — to keep our modern scientific dark-age per- 
manently dark and to forbid the much-needed access of the 
light of research and revolution. 

To sum up: My hypothesis is that the morbid process in 
schizophrenia begins in a manner identical with that of all 
psychogenic disorders, namely, with sexual frustration and con- 
flict resulting in repression of libido and activation of uncon- 
scious sexual phantasy with consequent introversion. The 
temptation to turn away from the struggle against frustrating 
realities begins at, or has its main incentive in, externally or 
internally (super-ego) frustrated sexuality, and if yielded to is 
the beginning of a protracted death during which the subject 
is temporarily endeavouring to avoid pain or to achieve gratifica- 
tion through a method of self-injected euphoria. Even if the 
process is incapable of leading to such a severe dissolution as 
that of schizophrenia in the course of one lifetime, this morbid 
reaction tendency can accumulate through the generations by 
a process of Lamarckian-Uke inheritance until its phylogenetic 
accumulation leads to all the pathological changes which we 
have been studying. The essential matter of interest to the 
psychologist is that it appears to be within the mind, and 
specifically in the neurosis-widc and world-wide tendency to 
frustrate and inhibit the sexual instinct, that the morbid changes 
are initiated. In the light of our clinical material and all these 
further theoretical coiuiderations let us now repeat a con- 
clusion which was suggested early in Chapter XX: Introversion 
is really synonymous with unconscious sexual phantasy and this is the 
essence of the initial movement in all p^ckogenic disorders, including 
schizophrenia. 
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INTRODUCTORY 


Where an illness, however mental its manifestations, is found to 
have its foundation in^physical disorder, and where the precise 
nature of that physical disorder is thoroughly imderstood, 
physical methods may emerge which are specific, and a triumph 
for scientific knowledge. For instance, even the “staccato” writ- 
ing of the General Paralytic may be cured completely in a little 
more than a week by a proper dosage of penicillin — or so it was 
claimed in the first flush of enthusiasm. Unfortunately, there are 
few illnesses with mental manifestations that can be traced to 
any specific infective or physical disorder, and in the overwhelming 
majority of these cases physical treatment is no more than empirical 
and of varying efficacy. Apart from this, practically every sufferer 
from a neurosis has certain concurrent troubles which manifest 
themselves on a physical plane, and for which he may demand 
and receive a variable amount of alleviation along the lines of 
ordinary, palliative, physical treatment. From the use of aspirin 
or phenacitin for headache to hyoscine and morphia for imcon- 
troUable excitement, there is no denying the efficacy and utility 
of physical methods. 

It is a very different matter when we endeavour to extend 
the field of chemical and physical treatment, as a specific, into 
the domain of psychogenic illness proper — in which alone lies the 
interest of the psychotherapist, and to which belong almost all 
illnesses with a predominance of mental and nervous manifes- 
tations. 

Nevertheless, such attempts have been made — ^from the days 
when floggings (if this can be called a “physical method of 
treatment”) were used for insanity, and (only a generation ago) 
the removal of a strip of the skull for microcephalic idiocy. 

Modem methods are better rationalised, at least when they 
aim at specific, as distinct from palliative, treatment. Taking 
their cue from psychotherapy they are usually based on the 
theory that all effective treatment lies in the production of some 
form of abreaction.^ This, they would claim, can be aroused by 

' In my view the function of abreaction (not excluding the fits of electric con- 
vulsive therapy, of epilepsy and of insulin coma) is closely related to the function 
of the orgasm. This function is to provide an outlet for e.xcessive accumulation of 

ago 
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external (chemical or physical) as well as by internal stimuli — 
this in spite of the fact that it is impossible to believe that any 
chemical or physical stimulus can be specijic for the particular 
emotionally-charged complex responsible for the patient’s 
condition. 

These abreactive treatments, starting at the lowest, least 
organised and least specific levds, may be classified as follows: 

(1) Treatments with no ego participation. These include, in 
addition to all chemical and drug treatments, electric convulsive 
therapy, insulin coma and, more recently, electro-narcosis. 
Some of the pioneers in these methods have already discarded 
them. 

(2) Treatments which involve only a part of the ego. These 
include hypoglycaemia (a process of reduction of consciousness, 
not amounting to coma, by the administration of insulin), ether 
abreaction, with or without the addition of methedrine stimula- 
tion, and narco-analysis. 

(3) Treatments which aim at utilising the whole ego. These 
last, which are not physical methods of treatment, include group 
analysis and psychodrama. The latter is a recent development 
from group therapy in which the group re-enacts a situation of 
emotional conflict with the patient whom the conflict concerns 
taking the leading role, or criticising its enactment by others. 
(The effort demanded of an introverted and anxiety-ridden 
patient may often prove greater than he can bear.) Though 
group treatment and psychodrama aim at the emergence and 
abreaction of more or less repressed emotions with ego co- 
operation, they uUlise mainly the conscious levels of the mind 
and it is difficult to see how they can effect very much change 
in unconscious super-ego or any repressed constellations. 

To counter our human tendency to wishful thinking and 
desire for magic, it may be as well to quote the remark of a 
colleague of mine who is engaged exclusively in the most recent 
physical methods of treatment in psychiatry, principally insulin 
coma and sopor (sometimes wth the addition of electric con- 
vulsive therapy), and ether abreactions. He said: “One has to 
experience the application of physical treatment to realise its utter 
futility!” ^Ve may add to tliis observation that psychotherapists 
engaged in group treatment and psychodrama usually submit 

tension and thus to adjust the mtra-psychic economy wthm the lumu necessary for 
the maintenance of health. 



INTRODUCTORY 


Where an illness, however mental its manifestations, is found to 
have its foundation in.physical disorder, and where the precise 
nature of that physical disorder is thoroughly understood, 
physical methods may emerge which are specific, and a triumph 
for scientific knowledge. For instance, even the “staccato” writ- 
ing of the General Paralytic may be cmed completely in a little 
more than a week by a proper dosage of penicillin — or so it was 
claimed in the first flush of enthusiasm. Unfortunately, there are 
few illnesses with mental manifestations that can be traced to 
any specific infective or physical disorder, and in the overwhelming 
majority of these cases physical treatment is no more than empirical 
and of varying efficacy. Apart from this, practically every sufferer 
from a neurosis has certain concurrent troubles which manifest 
themselves on a physical plane, and for which he may demand 
and receive a variable amount of alleviation along the lines of 
ordinary, palliative, physical treatment. From the use of aspirin 
or phenacitin for headache to hyoscine and morphia for uncon- 
trollable excitement, there is no denying the efficacy and utility 
of physical methods. 

It is a very different matter when we endeavour to extend 
the field of chemical and physical treatment, as a specific, into 
the domain of psychogenic illness proper — in which alone lies the 
interest of the psychotherapist, and to which belong almost all 
illnesses with a predominance of mental and nervous manifes- 
tations. 

Nevertheless, such attempts have been made — ^from the days 
when floggings (if this can be called a “physical method of 
treatment”) were used for insanity, and (only a generation ago) 
the removal of a strip of the skull for microcephalLc idiocy. 

Modem methods are better rationalised, at least when they 
aim at specific, as distinct from palliative, treatment. Taking 
their cue from psychotherapy they are usually based on the 
theory that all eSective treatment lies in the production of some 
form of abreaction.^ This, they would claim, can be aroused by 

' In my viw the function of abreaction (not excluding the fits of electric con- 
vulsive therapy, of epilepsy and of insulin coma) is closely related to the ftmetion 
of the orgasm. This function is to provide an outlet for excessive accumulation of 

290 



INTRODUCTORY 291 

external (chemical or physical) as well as by internal stimuli— 
this in spite of the fact that it is impossible to believe that any 
chemical or physical stimulus can be specijic for the particular 
emotionally-charged complex responsible for the patient’s 
condition. 

These abreactive treatments, starting at the lowest, least 
organised and least specific levels, may be classified as follows: 

(1) Treatments with no ego participation. These include, in 
addition to all chemical and drug treatments, electric convulsive 
therapy, insulin coma and, more recently, electro-narcosis. 
Some of the pioneers in these methods have already discarded 
them. 

(2) Treatments which involve only a part of the ego. These 
include hypoglycaemia (a process of reduction of consciousness, 
not amounting to coma, by the administration of insulin), ether 
abreaction, with or without the addition of methedrine stimula- 
tion, and narco-analysis. 

(3) Treatments which aim at utilising the whole ego. These 
last, which are not physical methods of treatment, include group 
analysis and psychodrama. The latter is a recent development 
from group therapy in which the group re-enacts a situation of 
emotional conflict with the patient whom the conflict concerns 
taking the leading role, or criticising its enactment by others. 
(The effort demanded of an introverted and anxiety-ridden 
patient may often prove greater than he can bear.) Though 
group treatment and psychodrama aim at the emergence and 
abreacdon of more or less repressed emotions with ego co- 
operation, they utilise mainly the conscious levels of the mind 
and it is difficult to see how they can effect very much change 
in unconscious super-ego or any repressed constcllatioi^. 

To counter our human tendency to wishful thinking and 
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tension and Una to adjust the inU-a-iMych>c economy within the limits necessary for 
the maintenance of health 
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themselves sooner or later to a course of personal analysis. They 
do not choose to be treated or educated by any form of group 
therapy; and I have certainly never heard of a colleague who 
elected to subject himself to any form of physical treatment! 

The various methods of analysis, including psycho-analysis, 
are the only known forms of treatment of which it can be said 
that, while they utilise the whole of the ego, they also aim essen- 
tially at bringing to consciousness as much as possible of the 
repressed unconscious. As the root of every psychogenic disorder 
is held to lie in the unconscious, this remains the only truly 
scientific method of treatment, the only method relevant to our 
current knowledge of psychopathology. On this account, the 
greater part of this section on treatment has been devoted to 
the analytical method. 



CHAPTER XXIII 


PHYSICAL METHODS OF TREATMENT; 

DRUGS, ETC. 

(As all mental functioning as far as we know is dependent upon 
the functioning of body and brain, it follows inevitably that what 
affects the physical and chemical constitution of the body and 
its brain must also affect the mind,) and a physician whose 
special province it is to deal with mental or psychogenic dis- 
turbances cannot afford to shut his eyes to the possibilities of 
such manifestations being secondary to physico-chemical dis- 
turbance. (Nevertheless, mental or nervous symptoms which 
arise as secondary products of physical disturbance must remain 
within the province of ordinary medicine even if they become a 
special branch of medical practice. They will interest those who 
are particularly concerned with the chemistry, physics, bio- 
chemistry and bacteriology of the body, rather than the psycho- 
logist who has taken mental processes as his special province.' 
Fortunately for him cases of this nature do not too frequently 
come his way; more usuaUy they are eagerly pounced on by his 
coUeaguesin general medicine, or by the psychiatrists who have 
made this branch of general medicine their speciality. 
(Therefore the brief review of physical treatment which I pro- 
pose to include in this book is more for the purpose of revealing 
the psychologist’s attitude towards it, both his acceptance of it 
in appropriate cases, and his critical aloofness from it in what 
he considers to be its unjustifiable encroachments. 

No claim is made that this account of physical treatment is 
comprehensive or in sufficient detail to satisfy the practice of it 
by the enthuslast(lt may be said that those who are most com- 
petent in details of physical and chemical methods of treatment 
ie in general not psychologists, however good they may be as 
physicians. On the other hand, there exists a tendency amongst 
those who arc ignorant of physical treatment, such as the laity, 
to endow it with exaggerated magical properties to which nobody 
practised in this treatment would give credence. At the same 
time I have observed amongst certain physicians and psychi- 
293 
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atrists a tendency to exaggerate belief in the powers of psycho- 
therapy as striking as perhaps the more frequently-made 
disparagement. More than once have I sent a case who had 
proved unsuitable for psychological treatment, such for instance 
as a severe obsessional who tended to become mute and even 
somewhat schizoid under psychotherapy, to a psychiatrist for 
some physical treatment such as electric shock therapy, only to 
be told by him that he considered this a most promising case 
for psychotherapy and had little or no faith in his powers to do 
it any good. 

Apart from the genes or inherited genetic characteristics of an 
individual with their presumed physical basis, every part of the 
environment which he meets both physical and mental from 
conception onwards, must have some influence upon his mental 
functioning, his impulses, tensions and symptom-formations. 

Atmosphere: Even the conditions of atmospheric pressure and 
chemical composition cannot be excluded. With the exception 
of climatic variations, to which incidentally temperamental and 
neurotic persons are often particularly sensitive, under normal 
conditions atmospheric conditions are sufficiently stable to merit 
our ignoring them, but under exceptional circumstances, for 
instance in the case of the flying man, the alteration in his 
atmospheric environment at 12,000 ft. or more produces marked 
alterations in breathing with accompanying mental change. 
High speeds also produce marked mental changes even to the 
degree of complete blackout or unconsciousness. But apart from 
these unusual circumstances, perhaps the physical factor of diet 
deserves our first attention. 

Diet: The innumerable artificial interferences without good 
reason of the natural dictates of appetite, popularly known as 
fads, may well be regarded by psychologists and public alike as 
being themselves symptoms, and suggest to me a mental mech- 
anism characteristic of the neuroses. The psycho-analyst may 
implement these intuitive assessments of the dietetic crank with 
specific theories of oral cannibalistic phantasies concerning the 
introjection of “good” and “bad” objects, theories which may 
be extended in many cases to the benefits obtained from the 
doctor’s (good parent imago’s) bottle of medicine, the homo- 
logue uf the original reliever, of all distress, the mother’s milk. 
Occasionally jve see a patient whose super-ego has so pitted 
itself against instinct gratification that every variety of oral in- 
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dulgence becomes impossible, ail food becomes a “bad object 
and extreme degrees of emaciation result {anorexia nervosa) . 

This psychological criticism is applicable only in so far as 
dietetics is without adequate scientific basis, for it must be 
admitted that under the artificial conditions of civilisation 
certain dietary defects do tend to arise, though I think they are 
more generally due to a restriction upon appetite and diet than 
to a free and natural indulgence of it. These dietary defects have 
in recent years been shown to depend mostly upon various 
vitamin defieiencies. , , , , . 

Vitamins-. Vitamin A deficiency, for example, has been related 
to night bUndness, though I think the physician or psychologist 
who jumped to this conclusion in every case of alleged mght 
blindness would make a considerably larger proportion of mis- 
takes than the psychologist who had never heard of vitamin A, 
but invariably treated the symptom as an hysterical manifesta- 
tion SimUarly, the absence of this vitamin and vitamin D have 
been said to cause night terrors in children. However true this 
posslbiUty may be, it is undoubtedly true that the very v^t 
majority of night terrors in children have nothing to do with 
any vitamin deficiency. With regard to nervous symptoms, 
deficiency of the vitamins of the B group, parUcularly B. and 
the B, complex, have been alleged to cause lassitude, insomma, 
nausea, anorexia, depression, headaches, palpitation and a 
number of other symptoms more commonly of psychogenic 
origin. The nearest I came to conviction that a patient of mine 
suffering from these and other symptoms might have this 
particular physical basis for them was in the case of an elderly 
genUeman who was in the habit of constant slight over- 
indulgence in alcohol and who exhibited at the same time 
blackouts with collapse and an occasional absence of tendon 
reflexes in his legs suggestive of an incipient peripheral neuritis. 
His illness had been erroneously diagnosed as due to alcoholism 
and subsequenUy, when he became a teetotaller, as “catalepsy" 
—whatever that means. He was placed on large doses of vitamin 
B while he was undergoing psychological treatment. In due 
course he revealed an abundance of hysterical characteristics 
both current and actiological and showed progressive improve- 
ment. After some months I was inclined to attribute this im- 
provement to the vitamin B — only to discover that he had ceased 
taking it after die fitst week. 
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However, once having had an orthodox medical training, it is 
impossible to free one’s mind entirely from its early instilled 
behef in physical methods, and I am yet ready to believe that 
there are cases of Wernicke’s syndrome, not to speak of un- 
diagnosable pellagra and other diseases with mental manifesta- 
tions, which are amenable to cure by the sole remedy of 
correcting vitamin deficiencies. All I can say is, that in spite of 
years of hope I have never yet met such a one. Too lively a 
consciousness of the effect of vitamin deficiency is apt to mislead 
the physician along physical or dietary lines of treatment until 
he has wasted many years of his life in experiments which will 
eventually convince him of their futility. At the same time, I 
would say that there is no harm in prescribing all the vitamins 
if at the same time we recognise that symptoms are psychogenic 
and do not defer investigation or treatment along psychological 
lines. 

Endocrinology: As the logical consequence of vitamin therapy 
we should perhaps say a word about endocrinology. There is no 
doubt that healthy mental processes are dependent upon well- 
balanced endocrine function. My only quarrel with the en- 
docrinologists woxild be when it is empirically assumed that 
mental or nervous disfunction is invariably the result of some 
endocrine imbalance, the aetiology of which latter is not in- 
vestigated. It is commonly assumed by endocrinologists that 
thyroids, adrenals, pituitaries, gonads, pancreas or other sources 
of internal secretion are wrong on their own account, magically as 
it were, and that such a failmre on their part does not deserve 
investigation but is accepted a priori. Having started with this 
premise, they immediately point to psychological changes as 
fully explicable as a result of the endocrine cause. I tViinlr such 
an attitude is a reversal of the general biological principle that a 
living creature reacts to its environment psychologically, and 
that its glands and their functions are but executive organs of 
the primary mental-emotional process. For instance, it is not 
because the cat’s suprarenal suddenly discharges adrenaline into 
its blood that it jumps ten times as quickly and as far as it did a 
few moments ago. It is because it has seen a dog. The psycho- 
logical reaction has bc^en primary and has produced the extra- 
ordinary secretion of adtenaline by its suprarenal glands. If such 
experiences in a cat or human being were unduly repeated or 
prolonged whether from external environmental stimuli or 
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from internal endo-psychic phantasies, certain changes in those 
adrenals and related endocrine glands might result, perhaps 
such changes as alternating hyperactivity and exhaustion. 

Thus one is inclined to say to the endocrinologist, “Please take 
a back scat and recognise that what you are studying is generally 
a secondary product of mental processes and not vice versa”. 
The corollary is that if treatment is to concern itself with causes 
rather than effects it must be primarily psychological and not 
primanly endocrinological. 

Thyroid’. However, there are exceptions to this generalisation. 
The practitioner, physician or psychologist who mbses a case of 
primary thyroid deficiency whether in an infant or adult is 
culpable of serious malpractice. The intellectual retardation in 
cretins is hardly remediable by any process other than the 
adequate supply of the mbsing thyroid substance. It is regrettable 
that one finds such few opportunities of performing this thera- 
peutic miracle. Although it has been said that in cretinbm and 
even in cases of myxoedema the benefits to be achieved by 
thyroid administration decrease rapidly and progressively after 
the disease has been in process for over two years, one still has 
grounds for some hope, both with older cretins and with the 
adult cases of myxoedema. It is hardly sufficiently recognised 
how many of such adults are missed by psychologbt and physi- 
cian alike, even where the signs are characteristic and diagno- 
stic. This is much more the case, however, where the deficiency 
is slight and the signs are almost imperceptible, as, for instance, 
in rather plump women with frigidity and perhaps some degree 
of amenorrhoca and often some minor symptoms of mild anxiety 
state or incipient hysteria,>Tentative doses of thyroid increasing 
even to the limit of tolerance may well be worth trying. It may 
be mentioned that, contrary to general belief, cases of this 
nature which actually put on a little weight under the treatment 
commonly receive the greatest benefit. Dbappointment will be 
encountered when it is the pituitary rather than the thyroid 
which b at fault. 

Administration of thyroid has other uses in psychiatry besides 
the treatment of cretinism, myxoedema and minor thyroid 

deficiencies. It is one of the few useful stimulants worth trying 

provided our expectations arc negligible — ^in small doses in cases 
of mild depression, tliough it has no influence on more severe 
cases of the manic-depressive group. Certain schizophrenics, 
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particularly those subject to alternations of stupor and catatonic 
excitement, are sometimes tolerant of enormous doses, even as 
much as fourteen grains a day, but the administration of thyroid 
to schizophrenics is not recommended other than experimentally 
and in asylum practice, as although their physical tolerance is 
great, mental results such as the provocation of unexpected ex- 
citement may be disastrous. 

Perhaps its chief use is in those unfortunate anxiety nerrrotics 
who have fallen into the hands of a surgeon rather than into 
those of a psychotherapist, and have been subjected to thyro- 
dectomy. (One srurgeon, recendy deceased, is reputed to have 
performed no less than 20,000 thyroid operations and to have 
had the word “Thyroid” as his telegraphic address.) Where 
thyrodectomy has been performed for anxiety states the victims’ 
last condition is certainly worse than their first, for while they 
had their thyroid fully functioning they were in a far better 
position to cope with their anxiety symptoms than they are now 
in since its unjustifiable removal. We are reduced to administer- 
ing by the mouth in the form of thyroid tablets the product, 
which they could previously themselves manufacture as a neces- 
sary basis of endocrine balance, before we are in a position to 
help them to deal with their psychogenic symptoms. It should 
also be emphasised that our dosage of thyroid tablets is arbi- 
trarily determined, whereas in a properly functioning organism 
the production of thyroxine will be properly regulated and 
synchronised in accordance with the person’s mental, emotional 
and physical requirements. 

Adrenals'. An endocrine deficiency which is almost as liable to 
escape notice as are minor degrees of thyroid deficiency is that 
of adrenal hypo-function in almost all cases of Addison’s disease 
short of adrenal crisis. Recently I have had a case that emphasises 
this danger (albeit extremely rare). It is quite understandable 
that her doctor sent her to me under the impression that she 
was a fairly typical psychoneurotic. Her history and many of her 
symptoms were certainly very suggestive of a psychoneurotic 
aetiology. She was a woman of forty whose main symptom was 
complete amenorrhoea of five years’ standing. Other symptoms 
were insomnia, palpitation of the heart, indigestion, continuous 
pain on left side of abdomen and groin, headaches, hyper- 
sensitivity to cold, loss of ^veight, mental confusion and extreme 
lassitude — all dating from about the time of the amenorrhoea 



CHAP.xxm PHYSICAL TREATMENT; DRUGS 299 

and becoming worse in the last twelve months. The outstanding 
points in her family history were those of nervous illness and 
tuberculosis. Her past history was one of infantile neuroses, 
general ill-health and sex-repression. Her present illness, speci- 
fically the amenorrhoea, seemed to have been precipitated in a 
manner suggestive of a psychoneurosis in that she attributed it 
to worry over her husband being called up for war service. 
Under her then local doctor she was treated for amenorrhoea 
with stilboestrol, without result. X-ray of the pituitary gland 
,was negadve. 

So far the symptomatology, including the amenorrhoea and 
persistent pain in the left side of abdomen without physical 
signs, had suggested to her medical attendant the diagnosis of 
conversion hysteria, particularly as physical examination, in- 
cluding that of the central nervous system, was negative. In 
this case the physical examination should be stressed. The 
padent was emaciated in accordance with her story of loss of 
weight. There was marked tenderness near the lower pole of 
the left kidney. The blood pressure was low, 100/70, and on 
careful inspection she was found to havejust perceptible darken- 
ing patches on the backs of her hands, near the bend of the 
elbows and about her neck, though they were not present inside 
the mouth. On questioning it appeared she herself had detected 
this darkening and declared that it was not there a year ago. In 
this case I recommended that the padent should be put in the 
hands of an endocrinologist for the purpose of invesdgadng the 
physical aspects of her illness by means of blood sodium estima- 
tion, etc., and if necessary the institution of appropriate physical 
treatment, such as administration of desoxycorticosterone, etc. 

In spite of what might on the scientific evidence be expected 
to prove a specific remedy amounting to cure, experience shows 
that prognosis had best be extremely guarded and anything but 
optimistic. 

Pituitary dyscrasias such as Simmonds’ pituitary cachexia 
cause disturbed function in almost all the endocrine organs, in- 
cluding the suprarenal, and may therefore show symptoms sug- 
gestive of Addison’s disease. 

Oestrin'. The mental and nervous disturbances which accom- 
pany menstrual changes in girls and women, particularly in 
those who have been subjected to excessive oophorectomy (re- 
moval of ovary by operation), obviously have a physical endo- 
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particularly those subject to alternations of stupor and catatonic 
excitement, are sometimes tolerant of enormous doses, even as 
much as fourteen grains a day, but the administration of thyroid 
to schizophrenics is not recommended other than experimentally 
and in asylum practice, as although their physical tolerance is 
great, mental results such as the provocation of unexpected ex- 
citement may be disastrous. 

Perhaps its chief use is in those unfortunate anxiety neurotics 
who have fallen into the hands of a surgeon rather than into 
those of a psychotherapist, and have been subjected to thyro- 
dectomy. (One sturgeon, recently deceased, is reputed to have 
performed no less than 20,000 thyroid operations and to have 
had the word “Thyroid” as his telegraphic address.) Where 
thyrodectomy has been performed for anxiety states the victims’ 
last condition is certainly worse than their first, for while they 
had their thyroid fully functioning they were in a far better 
position to cope with their anxiety symptoms than they are now 
in since its unjustifiable removal. We are reduced to administer- 
ing by the mouth in the form of thyroid tablets the product, 
which they could previously themselves manufacture as a neces- 
sary basis of endocrine balance, before we are in a position to 
help them to deal with their psychogenic symptoms. It should 
also be emphasised that our dosage of thyroid tablets is arbi- 
trarily determined, whereas in a properly functioning organism 
the production of thyroxine will be properly regulated and 
synchronised in accordance with the person’s mental, emotional 
and physical requirements. 

Adrenals: An endocrine deficiency which is almost as liable to 
escape notice as are minor degrees of thyroid deficiency is that 
of adrenal hypo-function in almost all cases of Addison’s disease 
short of adrenal crisis. Recently I have had a case that emphasises 
this danger (albeit extremely rare). It is quite understandable 
that her doctor sent her to me under the impression that she 
was a fairly typical psychoneurotic. Her history and many of her 
symptoms were certainly very suggestive of a psychoneurotic 
aetiology. She was a woman of forty whose main symptom was 
complete amenorrhoea of five years’ standing. Other symptoms 
were insomnia, palpitation of the heart, indigestion, continuous 
pain on left side of abdomen and groin, headaches, hyper- 
sensitivity to cold, loss of weight, mental confusion and extreme 
lassitude — all dating from about the time of the amenorrhoea 
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and becoming worse in the last twelve months. The outstanding 
points in her family history were those of nervous illness and 
tuberculosis. Her past history was one of infantile neuroses, 
general ill-health and sex-repression. Her present illness, speci- 
fically the amenorrhoea, seemed to have been precipitated in a 
manner suggestive of a psychoncurosis in that she attributed it 
to worry over her husband being called up for war service. 
Under her then local doctor she was treated for amenorrhoea 
with stilboestrol, without result. X-ray of the pituitary gland 
,was negative. 

So far the symptomatology, including the amenorrhoea and 
persistent pain in the left side of abdomen without physical 
signs, had suggested to her medical attendant the diagnosis of 
conversion hysteria, particularly as physical examination, in- 
cluding that of the central nervous system, was negative. In 
this case the physical examination should be stressed. The 
paUent was emaciated in accordance with her story of loss of 
weight. There was marked tenderness near the lower pole of 
the left kidney. The blood pressure was low, 100/70, and on 
careful inspection she was found to have just perceptible darken- 
ing patches on the backs of her hands, near the bend of the 
elbows and about her neck, though they were not present inside 
the mouth. On questioning it appeared she herself had detected 
this darkening and declared that it was not there a year ago. In 
this case I recommended that the patient should be put in the 
hands of an endocrinologist for the purpose of investigating the 
physical aspects of her illness by means of blood sodium estima- 
tion, etc., and if necessary the institution of appropriate physical 
treatment, such as administration of desoxycorticostcrone, etc. 

In spite of what might on the sdentific evidence be expected 
to prove a specific remedy amounting to cure, experience shows 
that prognosis had best be extremely guarded and anything but 
optimistic. 

Pituitary dyscrasias such as Simmonds’ pituitary cachexia 
cause disturbed function in almost all the endocrine organs, in- 
cluding the suprarenal, and may therefore show symptoms sug- 
gestive of Addison’s disease. 

Oeslrini The mental and nervous disturbances which accom- 
pany menstrual changes m girls and women, particularly in 
those who have been subjected to excessive oophorectomy (re- 
moval of ovary by operation), obviously have a physical endo- 
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Cline basis, and this may be the foundation also of certain 
post-pubertal dyscrasias. It is unfortunate that the endocrino- 
logists have not yet been able to provide us with an exact 
scientific method of dealing with these on a physical basis. An 
even bigger problem, is that of those homosexuals in which the 
practice is not merely facultative and where signs of feminine 
build in males and masculine features in females suggest a 
constitutional origin of their psychological inversion. It is par- 
ticularly unfortunate that endocrinology has here been pheno- 
menally unsuccessful. 

Though there may be cases of nervous disturbance associated 
with ovarian disfunction in which oestrin has its uses, I have 
met only one where success was at aU striking, though several 
where it has been tried without appreciable or more than very 
temporary result. At its best one cannot see that anything com- 
parable to nature’s own method of regulating the balance 
between the various endocrine secretions can be achieved by the 
rather arbitrary injections of an arbitrary dose of oestrin. Such 
practices suggest to one the analogy of the March Hare in Alice 
in Wonderland treating his watch with an arbitrary dose of the 
best butter, a procedxure which would appeal only to one who, 
unlike the genuine watch-repairer, was ignorant or neglectful 
of the intricacies of its works. 

In short I would agree with one of our most recent advocates 
of physical methods of treatment in psychiatry when he says, 
“Glandular therapy in psychiatry is rather the hope of the 
future than the practical measure of today I would add: 
provided the endocrinologist will reorientate his mind to a re- 
cognition that (apart from genetics which man cannot alter 
after the fact) it is in the nature of things that psychological 
changes are primary, and logically precede endocrine change 
rather than vice versa, and that it is the failure to recognise this 
which vitiates the science of glandular therapy today. 

Chemical Stimulation: To pass from glandular treatment to 
chemical stimulation, medicine and psychiatry have little or 
nothing to offer us. It would seem that mankind in general have 
throughout the world adopted certain measures on their own 
account, have as it were taken in hand their own treatment by 
the self-administration of stimulants. Apart from tea and coffee, 

‘ Sargant and Slater, ^In Introduction to Physical Methods of Treatment in Psj-chiatiy, 
p. 129. 
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the use of wiiich is almost universal, there is the psychologically 
even more important practice of alcohol-imbibing. Surely this 
should be regarded as a generally, or at least very widely, 
adopted chemical method of psychological treatment. Normally 
it is related to a self-prescribed method of psychotherapy which 
may be called sociability. Instead of going 'to the expert, the 
majority of human beings deal with their woes, moods, psycho- 
logical difficulties, etc., by two principal methods, the first being 
the going to one another, and the second, or chemical adjuvant, 
the imbibing of alcoholic liquors. They are not interested in the 
scientific details of the operation of these two methods, though 
such considerations may be worthy of a great deal more space 
than I propose to give them at the moment. While it is said that 
alcohol acts as a sedative to the highest cerebral centres, and 
while it is disputed that it acts as a stimulant to the lower ones, 
there is general agreement that it effects some alterations of 
the balance between impulse and inhibition, facilitating social 
relationships and intimacies and thereby enabling the “patient” 
to obtain some relief for previously pent-up tensions— without 
consulting the physician or psychologist. Admittedly when con- 
flict is pathological the dosage may also reach pathological pro- 
portions, sometimes with disastrous consequences. 

Apart from glandular treatment, practically the only chemical 
stimulant which the physician or psychiatrist prescribes that is 
worthy of a reference is benzedrine. This is adnuttedly a specific 
in narcolepsy, a disease which is rare enough to have eluded me 
in thirty years of practice. It has been said by some that it 
occasionally reduces the number of oculogyric crises, a post- 
encephalectic sequela, though most neurologists prefer to try 
increasing doses of stramonium, and some of the most recent 
neurological books still say there is no treatment for this 
phenomenon. 

Apart from these specific uses of benzedrine, it is reported to 
have a euphoric effect on most persons who take it and it is a 
general stimulant to the mind as a whole, temporarily increasing 
the person’s confidence, talkativeness and initiative. Therefore 
it may be useful, perhaps more useful than tea or coffee, for 
those who require a temporary stimulant to brace them up for 
some special mental stress. Its disadvantages arc tiiat it leads to 
insomnia and, apart from that, it docs not suit everybody. 

Some psychiatrists have expressed great hopes for its future 
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in the treatment of delinquent children with cerebral dys- 
rhythmia and consequent tendencies to spontaneous outbursts 
of aggression. But I think the -^vise physician if he uses it at all 
will combine its administration with that of a sedative such as 
luminal, and that any benefits obtained are as likely to be due 
to the latter as the former. 

In general it may be said that the treatment of nervous or 
mental conditions by the use of chemical stimulants is more a 
practice of self-administration by the patients or public at large 
than an instrument in the hands of the physician, who is concerned 
more with ultimate than merely temporary or fleeting results. 

Sedation'. The use of sedatives in psychological and psychiatric 
practice belongs to a very different category and is of pre- 
eminent importance as compared with all other physical methods 
of treatment. I am, of course, excluding definite physical diseases 
which have secondary nervous and mental symptoms and where 
the appropriate treatment is natiually the medical treatment 
of the physical disease itself. 

In general aU chemical sedatives, hypnotics and narcotics are 
substances which have an inhibiting effect upon the oxidation 
of organic tissue. Experiments have been made outside the body, 
even with non-living organic matter, which show that their effect 
in reducing oxidation is exercised universally. Their special 
interest in medicine, especially in psychiatric and neurological 
practice, is that they appear to reduce oxidation of nervous 
tissue to a greater degree than that of other tissues of the body. 
In short, they produce a depression of brain respiration to a 
greater extent than the depression of tissue respiration in general. 
In consequence a new equilibriiun is established. The body goes 
on oxidising practically at its normal rate, while the oxidation 
of nerve tissues is relatively lowered. 

If nervoxis and mental illness were nothing more than a 
cerebral or nervous activity in excess of that of the body in 
general, sedation would be the specific cure for all these ills. 
But this of course is not actually the case. The principle of giving 
sedatives as a treatment for psychogenic illnesses might be 
likened to that of starving or partly smothering a population 
because they could not behave in a manner that was considered 
desirable by their controlling dictator. It is not a method of 
dealing with the problems, but simply one of reducing their 
activity by strangulation. The universality of its use in medicine 
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and psychiatry is an insignia of the bankruptcy and impotence 
of our precise or detailed knowledge of these abnormalities. If 
this is the best we can do we have certainly everything to learn. 
The awful fact remains that it is often the best we can do, and 
therefore we cannot afford to neglect a brief review of physical 
treatment by sedation. 

Bromides'. In spite of the only recently realised disadvantages 
of the bromides, tradition is so strong in this case that they 
demand priority of consideration. I am surprised to learn that 
the bromides were only fifth in order of frequency amongst the 
drugs prescribed in Great Britain, and were contained in only 
a little over five million national health prescriptions in one 
year.> I could hardly think of any particular chemical other 
than bicarbonate of soda which is more frequendy contained in 
any and every prescripdon. The modem discovery that bromides 
can act only by the replacement of chlorides and that their 
effect is in consequence entirely secondary to chlonnc intake 
and renal efficiency does not seem as yet to have affected their 
popularity with the practitioner. Added to these disadvantages 
there is the fact that in some individuals, and in almost all indi- 
viduals if their administration is unduly protracted, symptoms 
of intoxication, usually unseen or disregarded, appear. As they 
are commonly the symptoms for which the drug was originally 
prescribed they are naturally more h’kely to lead to an increase 
' of the dosage than a withdrawal. Psychiatrists have recorded 
that amongst patients admitted to hospital for the symptoms of 
sleeplessness, mental dullness, anxiety states and even delirium 
or stupor, were a fair proportion suffering from nothing more or 
less than the results of their own self-administration of bromide. 

As against these published accounts* I should mention that I 
have met patients, particularly epileptics, at my own mental 
out-patient department who had been on as much as thirty 
grains of bromide a day, literally for decades, without revealing 
any symptoms of intoxication. In some cases where the drug 
^vas withdrawn in favour of luminal the patient objected and 
continued to complain until reinstated on his bromide. The 
theory of its function is that it acts as a cortical cerebral depress- 
ant, and I have noted that in epileptics who show, in addition 
to grand and fie/tt mat, certain hysterical symptoms or emotional 

> Sargant and S)ater, An Inlroduciton ta P/tjacal Aftlhodj of Triatnieni in Psjthiatiy, 
p 85 * Itnd p. 86. 

U 
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difficulties, whereas the luminal may be given the credit for 
deereasing the frequency and severity of actual fits, the bromide 
has appeared to have a more specific effect on their emotional 
instabilities. 

Barbiturates'. However, apart from traditional standing, the 
barbiturates, in particular phenobarbitone (gardenal, luminal), 
are probably the most valuable chemical substance in all 
psychiatric and psychological work. Their value and practical 
usage will not be thoroughly understood unless one appreciates 
the importance of the recent discovery, through the agency of 
the electro-encephalogram, of the existence of the phenomenon 
of cerebral dysrhythmia. The whole subject of the epilepsies, 
their relationship to certain psychopathological conditions, 
particularly aggressiveness, as well as tq slight aberrations of 
character merging into the normal, has been revolutionised by 
the discovery that 10 per cent, of the population show this non- 
specific type of dysrhythmia, or abnormal rhythms in the record 
of electrical activity in the cerebral cortex. The indication is that 
this is as near as we can get at present to the specific pathology 
underlying epilepsy and a number of related abnormal condi- 
tions. Nearly 60 to 90 per cent, of epileptics reveal the pheno- 
menon, and though there may be no other epileptics in their 
genealogical tree there will most certainly be one or more, 
probably several, with undisputed cerebral dysrhythmia. There 
is some indication that this dysrhythmic condition follows 
Mendelian laws and the person manifesting an epilepsy is 
merely the one who has received an undue proportion of this 
apparently dominant character. Others may show no outward 
and visible sign of a pathological process, though it may break 
out under conditions of stress. Others again will show charactero- 
logical traits such as impulsive and aggressive behaviour. Any 
psychologist who takes a careful family history will be struck by 
the frequency with which relatives of his patient, particularly 
mother or father or their relatives, whilst revealing no similar 
psychoneurotic breakdowns, are nevertheless eccentric in some 
particular, such as uncontrollable tempers or other aggressive 
manifestations. Statistics have shown that amongst the psycho- 
pathic the proportions of cerebral dysrhythmics are very much 
greater than amongst the general population. It may turn out 
that these two facts, the family history and the unrevealed 
cerebral dysrhythmias, are causally related, an interesting reflec- 
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tion for future investigation. The case related in this scries of 
case-sheets under the title of “Hystero-Epilepsy” did not show 
the cerebral dysrhythmia characteristic of the epileptic, but he 
did show a non-specific type of dysrhythmia. 

What may be of even greater importance than its significance 
for medicine is its significance for our law courts, and, indeed, 
for the whole hitherto unscientific basis of criminal la\V. One 
has long had reason to suspect that the majority of those who 
fall victims of the law are really psychopaths or mentally sick 
persons. Occasionally the perpetrator of some senseless or im- 
pulsive crime is shown to be a definite epileptic, and occasionally 
judges have been known to listen to medical evidence that this 
senseless act was performed in a condition of post-epileptic 
amnesia. But these are only a small minority of an abundance 
of cases which, while exhibiting the phenomenon of the senseless 
or impulsive act or aggressive behaviour, have no record of 
definite epileptic fits to exonerate them. The medical impression 
in the light of the revelation of cerebral dysrhythmia is that their 
senseless act was as much a symptom as is the fit of the definite 
epileptic. 

The last time I was called as a witness in the law courts on 
behalf of a psychopath I observed the preceding case, a young 
man of twenty-one, receiving a prison sentence. He had quite 
senselessly in a public place attempted to attack a young woman, 
and the evidence was that after a rest in the cells when his 
father visited him he failed to rccognbe his father and made a 
similar almost murderous attack upon him. That is all I heard 
of the case, but I saw a young man with the facies, attitude and 
general appearance of a typical epileptic. Though there was no 
evidence that he had suffered from any definite grand mal, I was 
convinced in my own mind that there was only one explanation 
for the phenomenon for which he was being sentenced and tiiat 
was the physical basis of cerebral dysrhythmia, a matter of 
which the courts have not yet taken any cognisance. 

Hill and Watereon found dysrhytlimia in 65 per cent, of 
aggressive psychopaths, Silverman in 80 per cent, of criminal 
psychopaths, and Sargant adds that “wherever the psychopath 
and the neurotic is encountered it is hkcly that dysrhythmics 
will be concentrated”.* 

> Sargant and Slater, An Inlroduetun Pfyttcal MtlhcxL e/Ttiatment ui PtjKhxaliy, 

P- 75* 
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Phenobarbitone'. We are now perhaps in a better position to 
appreciate why phenobarbitone, long recognised as for all 
practical purposes a specific in the treatment of epilepsy, is so 
frequently helpful in a large variety of patients suffering from 
anxiety states and other apparently psychoneurotic disorders. 
Phenobarbitone is probably a specific, or the nearest we have 
got to a specific, for cerebral dysrhythmia. It therefore reduces 
the manifestations of those electrical abnormalities in the cere- 
bral cortex whether such manifestations be epileptic fits, aggress- 
ive behaviour or anxiety resulting firom excessive or stressful 
ego control and consequent tension from undischarged impulses. 

It is a sign of the times, of the new outlook that medicine owes 
to psychopathology, that small doses of phenobarbitone are now 
regarded as more important in the treatment of gastric and 
duodenal ulcer and of gastric acidity than repeated neutrahsa- 
tion with ant-acids. One wonders how many other physical 
diseases will finally be admitted to have psychological causes, 
and physical treatment, if any, be directed to the organ -of the 
mind rather than to its secondary effects in remote places. 

The expression of life’s impulses produces growth and repro- 
duction with accompanying health and pleasure, whereas the 
repression of life’s impulses, instigated by fear, creates a state of 
tension, anxiety and internal disruption — a biological equivalent 
of suicide. Psychopathologists have long recognised that one of 
the main causes of anxiety is a fear of unconscious impulses 
breaking out, particularly in cases where the impulses are such 
that the ego cannot deal with them except by a struggle to keep 
them repressed or suppressed. The ego’s task, to find a suitable 
environment for the relief of such impulses, is particularly great 
if they are of an aggressive nature, or include an undue propor- 
tion of aggression. The cerebral dysrhythmic, if he is not an 
epileptic, is most hkely to belong to this group of personality 
disorder. Phenobarbitone apparently helps to quiet down or 
lessen the electrical activity in the cerebral cortex which may 
pe the physical source of his abnormal or uncontrollable 
part?ncies. 

manifeldition to its apparently specific action in epilepsy or 
pathic thon cerebral dysrhythmia, phenobarbitone sometimes 
greater tharfial effect upon a number of mysterious recurrent 
that these twcrbances from migraine and trigeminal neuralgia 
cerebral dysrhythv not stopping the attacks it may, if taken 
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regularly, diminish both their frequency and severity) to dys- 
menorrhoea, anxiety states and hysteria and other psychogem’c 
phenomena. The secret is to give it in very minute doses. Often 
half a grain at night is all that is necessary — and even this may 
prove to be too much. However it is worth trying in some of the 
above-mentioned recurrent disturbances, particularly migraine, 
provided we and the patient do not expect cure. It is not an 
infallible adjuvant to other treatment. Some patients are not 
better for it; some are even worse; others require three, four or 
more times the above-mendoned initial dosage to achieve any 
results. 

Empirically it is all very well, but scientifically it is, of course, 
all very unsadsfactory. Results are so inconsistent in this hetero- 
geneous group of funcdonal ills, migraine to psychogenic dis- 
orders (excluding the epilepsies), that one is jusdfied in wonder- 
ing whether psychogenic factors play, unknown to us, at least as 
important a part as physical. Instances of the psychogenic factor 
at work arc constantly presendng themselves to us though they 
must number only a small propordon of the cases where they 
are more important than we realise, where they operate but do 
not present themselves. Most recently such an instance forced 
itself on my attendon and I shall record it here, as apart from 
such evidence this theory of the suggcsdve (psychological) effects 
of physical treatment is most difficult to support. 

An elderly man who had acquired a considerable degree of 
posidve transference to me, in spite of infrequent attendances, 
and required some nocturnal and diurnal sedadon, was placed 
by me on half-grain doses of gardenal night and morning. He 
claimed enormous benefit from the drug, and being unable to 
attend for his next appointment wrote to me for the prescription. 
Unfortunately, luminal, though in the same dosage, was pre- 
scribed. When he telephoned to say I had sent him the %vrong 
prescripdon, it was explained to him that llie drugs were 
idendcal (both being proprietary brands of phenobarbitone). 
Nevertheless, he reported a month later that the effects were 
endrely different, that luminal had been worse than useless. He 
was immediately restored to hcaltli by reverdng to his former 
gardenal prescripdon. 

Phen)loinum Solubtle {B.P.C.) or Epanutin: Whereas phenobarbi- 
tone is supposed to act by exerting a sedadve effect upon the 
focal source of die cpilepdform disturbances, epanudn (a more 
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Phenobarbitone: We are now perhaps in a better position to 
appreciate why phenobarbitone, long recognised as for all 
practical purposes a specific in the treatment of epilepsy, is so 
frequently helpful in a large variety of patients suffering from 
anxiety states and other apparently psychoneurotic disorders. - 
Phenobarbitone is probably a specific, or the nearest we have 
got to a specific, for cerebral dysrhythmia. It therefore reduces 
the manifestations of those electrical abnormalities in the cere- 
bral cortex whether such manifestations be epileptic fits, aggress- 
ive behaviour or anxiety resulting from excessive or stressful 
ego control and consequent tension from undischarged impulses. 

It is a sign of the times, of the new outlook that medicine owes 
to psychopathology, that small doses of phenobarbitone are now 
regarded as more important in the treatment of gastric and 
duodenal ulcer and of gastric acidity than repeated neutralisa- 
tion with ant-acids. One wonders how many other physical 
diseases will finally be admitted to have psychological causes, 
and physical treatment, if any, be directed to the organ 'of the 
mind rather than to its secondary effects in remote places. 

The expression of life’s impulses produces growth and repro- 
duction with accompanying health and pleasure, whereas the 
repression of life’s impulses, instigated by fear, creates a state of 
tension, anxiety and internal disruption — a biological equivalent 
of suicide. Psychopathologists have long recognised that one of 
the main causes of anxiety is a fear of unconscious impulses 
breaking out, particularly in cases where the impulses are such 
that the ego cannot deal with them except by a struggle to keep 
them repressed or suppressed. The ego’s task, to find a suitable 
environment for the relief of such impulses, is particularly great 
if they are of an aggressive nature, or include an undue propor- 
tion of aggression. The cerebral dysrhythmic, if he is not an 
epileptic, is most likely to belong to this group of personality 
disorder. Phenobarbitone apparently helps to quiet down or 
lessen the electrical activity in the cerebral cortex which may 
pe the physical source of his abnormal or uncontrollable 
partSncies. 

manifeldition to its apparently specific action in epilepsy or 
pathic thon cerebral dysrhythmia, phenobarbitone sometimes 
Greater thairial effect upon a number of mysterious recurrent 
that these t^vO^bances from migraine and trigeminal neuralgia 
cerebral dysrhytfr. not stopping the attacks it may, if taken 
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regularly, diminish both their frequency and severity) to dys- 
menorrhoea, anxiety states and hysteria and other psychogenic 
phenomena. The secret is to give it in very minute doses. Often 
half a grain at night is all that is necessary — and even this may 
prove to be too much. However it is worth trying in some of the 
above-mentioned recurrent disturbances, particularly migraine, 
provided we and the patient do not expect cure. It is not an 
infallible adjuvant to other treatment. Some patients are not 
better for it; some are even worse; others require three, four or 
more times the above-mentioned initial dosage to achieve any 
results. 

Empirically it is all very well, but scien tifically it is, of course, 
all very unsatisfactory. Results arc so inconsistent in this hetero- 
geneous group of functional ills, migraine to psychogenic dis- 
orders (excluding the epilepsies), that one is justified in wonder- 
ing whether psychogenic factors play, unknown to us, at least as 
important a part as physical. Instances of the psychogenic factor 
at work are constantly presenting themselves to us though they 
must number only a small proportion of the cases where they 
are more important than we realise, where they operate but do 
not present themselves. Most recently such an instance forced 
itself on my attendon and I shall record it here, as apartfrom 
such evidence this theory of the suggestive (psychological) effects 
of physical treatment is most difficult to support. 

An elderly man who had acquired a considerable degree of 
positive transference to me, in spite of infrequent attendances, 
and required some nocturnal and diurnal sedation, was placed 
by me on half-grain doses of gardenal night and morning. He 
claimed enormous benefit from the drug, and being unable to 
attend for his next appointment wrote to me for the prescripdon. 
Unfortunately, luminal, though in the same dosage, was pre- 
scribed. When he telephoned to say I had sent him the wrong 
prescription, it was explained to him that the drugs were 
identical (both being proprietary brands of phenobarbitone). 
Nevertheless, he reported a month later that the efiects were 
entirely different, that luminal had been worse than useless. He 
was immediately restored to health by reverting to his former 
gardenal prescription. 

Pken^toinum Solubile (D.P.C.) orEpamtin'. Whereas phenobarbi- 
tone is supposed to act by exerting a sedative effect upon tJic 
focal source of the cpilcpuform disturbances, epanuUn (a more 
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Phenobarbitone: We are now perhaps in a better position to 
appreciate why phenobarbitone, long recognised as for all 
practical purposes a specific in the treatment of epilepsy, is so 
frequently helpful in a large variety of patients suffering from 
anxiety states and other apparently psychoneurotic disorders.' 
Phenobarbitone is probably a specific, or the nearest we have 
got to a specific, for cerebral dysrhythmia. It therefore reduces 
the manifestations of those electrical abnormalities in the cere- 
bral cortex whether such manifestations be epileptic fits, aggress- 
ive behaviour or anxiety resulting from excessive or stressful 
ego control and consequent tension from undischarged impulses. 

It is a sign of the times, of the new outlook that medicine owes 
to psychopathology, that small doses of phenobarbitone are now 
regarded as more important in the treatment of gastric and 
duodenal ulcer and of gastric acidity than repeated neutralisa- 
tion with ant-acids. One wonders how many other physical 
diseases will finally be admitted to have psychological causes, 
and physical treatment, if any, be directed to the organ -of the 
mind rather than to its secondary effects in remote places. 

The expression of life’s impulses produces growth and repro- 
duction with accompanying health and pleasure, whereas the 
repression of life’s impulses, instigated by fear, creates a state of 
tension, anxiety and internal disruption — a biological equivalent 
of suicide. Psychopathologists have long recognised that one of 
the main causes of anxiety is a fear of unconscious impulses 
breaking out, particularly in cases where the impulses are such 
that the ego cannot deal with them except by a struggle to keep 
them repressed or suppressed. The ego’s task, to find a suitable 
environment for the relief of such impulses, is particularly great 
if they are of an aggressive nature, or include an undue propor- 
tion of aggression. The cerebral dysrhythmic, if he is not an 
epileptic, is most likely to belong to this group of personality 
disorder. Phenobarbitone apparently helps to quiet down or 
lessen the electrical activity in the cerebral cortex which may 
p“ the physical source of his abnormal or uncontrollable 
partsncies. 

ma nif fddition to its apparently specific action in epilepsy or 
pathic thon cerebral dysrhythmia, phenobarbitone sometimes 
Greater thakial effect upon a number of mysterious recurrent 
that these t^vo''bances from migraine and trigeminal neuralgia 
cerebral dysrhythv not stopping the attacks it may, if taken 
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regularly, diminish both their frequency and severity) to dys- 
menorrhoea, anxiety states and hysteria and other psychogenic 
phenomena. The secret is to give it in very minute doses. Often 
half a grain at night is all that is necessary — and even this may 
prove to be too much. However it is worth trying in some of the 
above-mentioned recurrent disturbances, particularly migraine, 
provided we and the patient do not expect cure. It is not an 
infallible adjuvant to other treatment. Some patients are not 
better for it; some are even worse; others require three, four or 
more times the above-mentioned initial dosage to achieve any 
results. 

Empirically it is all very weU, but scientifically it is, of course, 
all very unsatisfactory. Results arc so inconsistent in this hetero- 
geneous group of functional ills, migraine to psychogenic dis- 
orders (excluding the epilepsies), that one is justified in wonder- 
ing whether psychogenic factors play, unknown to us, at least as 
important a part as physical. Instances of the psychogenic factor 
at work are constanUy presenting themselves to us though they 
must number only a small proportion of the cases where they 
are more important than we realise, where they operate but do 
not present themselves. Most recently such an instance forced 
itself on my attention and I shall record it here, as apart from 
such evidence this theory of the sugg^tivc (psychological) effects 
of physical treatment is most diflicuU to support. 

An elderly man who had acquired a considerable degree of 
positive transference to me, in spite of infrequent attendances, 
and required some nocturnal and diurnal sedation, was placed 
by me on half-grain doses of gardenal night and morning. He 
claimed enormous benefit from the drug, and being unable to 
attend for his next appointment wrote to me for the prescription. 
Unfortunately, luminal, though in the same dosage, was pre- 
scribed. When he telephoned to say I had sent him the wrong 
prescription, it was explained to him that the drugs were 
identical (both being proprietary brands of phenobarbitone). 
Nevertheless, he reported a month later that the effects were 
entirely different, that luminal had been worse than useless. He 
was immediately restored to hcaltli by reverting to his former 
gardenal prescription. 

Phenyloinum Solubile {D.P.C.) or Epanutin'. Whereas phenobarbi- 
tone is supposed to act by exerting a sedative effect upon the 
focal source of the epileptiform disturbances, epanutin (a more 
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recent introduction to the pharmacopoeia) is supposed to act 
by reducing the conductivity of the surrounding nervous tissue, 
leaving the focus itself untouched, thus acting as a true anti- 
convulsant and not as a depressive. It is said to be the only drug 
ijsed for epilepsy that will restore the encephalogram to normal. 
Although some claim that it ^vill largely replace its predecessor, 
phenobarbitone, this claim seems to me doubtful as it presents 
certam ^fficulties in mage, its toxic dose being only slightly in 
exce^ o its therapeutic dose, and many rvill therefore prefer to 
use the safer and longer-tried remedy for dysrhythmia, unless of 
course epanutin should more than justify its claim for prece- 
^ce. o ar I have had little opportunity to push it, except in 
a few cases, to the extent of producing the rash, hyperplasia of 
the gums and other unwanted symptoms of toxic dosage, and 
am therefore not in a strong position to speak either of its 
advantages or disadvantages. I find however that most hospital 
I^tients to whom it has been introduced to displace gradually 
t eir regular dosage of phenobarbitone very soon ask to return 
to the latter medicament. 


Sodium Amytal: Of the barbiturates sodium amytal should be 
mentioned as havmg a similar but more rapid effect than pheno- 
ar itone. This gives it a special advantage in emergencies such 
^ an air-raid warning or for a nervous person having to appear 
in court. In larger doses it can be used as an effective hypnotic 
where insomnia is due to anxiety or worry. When the drug first 
appeared on the market its dose was marked as 3 to 6 grains and, 
lortunately, before prescribing it I tried the effect of a 3-grain 
dose on myself. In consequence, I have since prescribed only 
^am OSes except in cases of very neurotic insomnia where 
pa ents ave apparently been able to oxidise or eliminate it, 

^ physiological process of worry, more 

^dly than I ivas able to. In these 7 grains has been required. 
Medinal ISevertheless, for insomnia in general if a drug has 
be used I much prefer the older and weU-tried remedy of 

1 ^ . r doses. It may be slower in its action 

but IS rehable and its effects do not wear off too quickly. 

Continuous Sleep Treatment: Medinal is also usefid in the only 
form of continuous sleep treatment ivhich I, and many practi- 
tioners hke me, have dared to employ. It can be used in lo-grain 
dos^ eight-hourly for a few days provided the patient is ivide- 
awake for the next dose. If this dosage is inadequate one prefers 
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to supplement it with paraldehyde rather than to increase the 
dose of medinal. 

Regarding more ambitious attempts at continuous-sleep treat- 
ment, such as those which include the administration of hyoscine 
and morphia (drugs more appropriately reserved for violent 
deliriums such as delirium tremens), intramuscular somnifaine, 
large doses of sodium amytal, etc., even their keenest advocates 
and those most experienced in their administration admit; 

. . continuous narcosis has remained the most problematic of 
all methods of physical treatment in psychiatry and its results 
are the least predictable. . . . To use narcosis instead of more 
specific methods is, in depressive states, to inflict an unnecessary 
prolongation of the illness . - . the risks of sleep treatment are far 
from negligible . . . the danger period extends throughout the 
day and mght.*** 

Gillespie says: ^‘The recovery rate in continuous narcosis in 
recent psychoses never exceeds and usually falls short of the 
ultimate spontaneous recovery rate. Its therapeutic value is, 
therefore, confined mainly to curtailing the duration of psychotic 
conditions wliich would sooner or later recover spontaneously.”* * 

“It has been claimed that by adding insulin and glucose to . 
the treatment by narcotics, the danger to life which attends the 
method (from collapse, respiratory complications, etc.), pro- 
ducing sometimes a death rate as high as 5 per cent., has been 
minimised.” 

“Continuous narcosis, if thoroughly carried out, is sull fraught 
with some danger, m spite of modifications in treatment.” > 

Nevertheless, in modified forms continuous narcosis still has 
its uses in cases of acute pam'cky anxiety which are obviously 
inaccessible to psychotherapy and in any very excited and un- 
controllable condition in psychotics. The more exogenous the 
(e.g. in casta of war tiavimatay quicker the rcccrvcry. 
But these are in any case the patients who recover most quickly 
and most spontaneously with or without treatment. 

Other Barbiturales: Other barbiturates in common use arc 
soneryl, nembutal, proponal and sommfainc. The first-named 
has an action very similar to that of medinal. I remember a 
physician superintendent of a large mental hospital who during 

* SarginC and Slater, Phj/tiCa! Methods Ttrattnent %n Ptydnatry, pp, 10^103 

* Henderson and GiUcspie, A T*x$book of Psjtlual'^, 6ih Ed. p 419 

> Ibid p. 418. 
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an acute anxiety state went through the whole gamut of the 
hypnotics and finally settled down to a nightly dose of two 
tablets of soneryl (gr. i| each), declaring that it was the only 
one which was effective and left him with no hang-over. This 
has not been everybody’s experience. 

Before leaving the subject of sedation one should mention the 
use made of these drugs in the experimental practice of so-called 
narco-analysis and narco-hypnosis. Nembutal, sodium amytal, evi- 
pan and pentothal sodium each has its advocates. The object 
is to facilitate treatment by temporarily drugging the patient’s 
resistances whilst keeping him still communicative and com- 
municable. As might be expected, those who have resource to 
these “aids” to psychotherapy are naturally those whose tech- 
nique is most in need of aid. Gillespie says: “It is doubtful 
whether it ever leads the patient to disclose what he still means 
to conceal”.^ I have only found this method necessary in one 
case, and that was that of a girl of fifteen who suddenly dis- 
covered that the two-year-old baby she was minding was about 
to fall off the window-sill. She dived under the sash and caught 
it just in time ... to find afterwards that she could not straighten 
the extreme torticollis which the operation had necessitated. 
Manual attempts to straighten her extraordinarily wry neck 
were automatically resisted and led to pain and screaming. 
When I saw her the condition was of only a few hours’ duration 
and I seized the opportunity to prevent it from becoming 
established. The “narco-hypnotic” I used was simply the local 
dentist’s gas apparatus and the symptomatic cure was complete 
in a couple of minutes. 

In recent times the use of ether inhalation to induce emotional 
abreaction has had its advocates; and quite a lot of excitement 
can be provided by the injection of methedrine (30 milligrams in 

c.c. of saline) when a patient is coming round from pentothal 
narcosis. However, the apparently lucid “recollections” and 
affective disturbances are followed by nothing more permanent 
than a cracking headache, happily of transient duration. 

One can say that every method, chemical or otherwise, may 
have its uses — but not as a substitute for real treatment in cases 
which require genuine psychotherapy. The doctor who special- 
ises in the treatment of psychoneurotics should be a psycho- 
therapist first and an opportunist afterwards. 

‘ Henderson and Gillespie, A Textbook of Psychiatry, 6th Ed. p. 421.'- 



CHAPTER XXIV 


PHYSICAL METHODS OF TREATMENT: CON- 
VULSIVE THERAPIES, INSULIN AND 
PRE-FRONTAL LEUCOTOMY 


; Havino reviewed in the iast chapter almost the whole field of 
chemical methods of treatment in psychiat^, there remain a 
fewother methods ofphysical treatment which Ishould meriuon. 
namely: camuhm therapy, inmlm treatment, and that modified 
form of decerebration called prefrontal leucotomy. 

Although these belong more specifically to the treatment ol 
psychoses than to that of psychoneuroses (with the rare excep- 
dons of some psychologically irremediable obsKsional cases), it 
is necessary to make some reference to them, if only because so 
many psychiatrists have amongst their clientele a large propor- 
tion of psychoneurotics and have appUed these methods, in heu 
of more appropriate ones, in their treatment of the psycho- 

"'it U not always the case that a physician is sttongly bi^ed in 
favour of the particular method of treatment, be it physical or 
Dsvchological, which he has adopted and which he knows best. 
Verv often the physical-treatment practiuoner, and he alone, 
knows his own impotence. But like children and other impotent 
people if he is sufficiently honest to recognise his impotence he 
prefas to beUeve that potency must exist somewhere ... so it 
must be in the opposite camp! .... 

Similarly the psychotherapist, knoivmg how inadequate are 
his own endeavours, takes consolation in the delusion that other 
methods have the key to the problem. Is not psychopathology 
identical in all. in padent and ph^ician ahke 

These are special instances of that same delusion which the 
icnorant padent nurses to bokter up his hop« (d«pitc aU 
raoeriences to the contrary) in the doctor and his botUe of 
mwlicine ’Twas ever thus— magic is what suffermg humanity 
demands^ nothing less ivill sadsfy them-from die dme of the 
original witch-doctor to die inevitable botde of medicine in 
cvefy suburban pracdcc . . . from Rudyard Kipling’s Fakir {in 
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Kim) who wrote the magical prescription in Indian ink, which 
the patient carefully washed, into a cup and drank, to the latest 
magical, and equally unscientific, extravagances of shock- 
therapies and leucotomies! In all persons, doctor and patient 
alike, the superstitious desire for magic makes inroads upon 
credulity whenever ignorance permits. 

The strength of these tendencies alarms me when, for instance, 
I see such an “earnest, eager and self-confident physician” ^ as 
S. H. Kraines of Chicago, now a Captain in the U.S. Army 
Medical Corps, revealing in his prefaces some little evidence of 
the very mental fault (repetition of the orthodox and traditional 
mistakes) which he has compiled a monumental work to refute 
[The Therapy of the Neuroses and Psychoses). For instance, in his 
preface to the first edition he formulates three steps in the pro- 
gress of psychiatry; the first (he says) is Kraepelin’s classifica- 
tion, the second Freud’s dynamic concept. (“All psychiatry today 
has been influenced by his dynamic concept. Freud, however, 
elaborated upon this basic concept a vast superstructure which 
many psychiatrists, including the author, regard as extremely 
fanciful.” ^) 

Dr. Kraines goes on to say: “The third step in the advance- 
ment of psychiatry came with the advent of the shock therapies. 
These shock therapies have given impetus to the general under- 
standing of the physiological nature of the body-mind, and to 
the specific nature of insanity.” ^ 

I suffered a little shock myself when I read this last statement. 
It only goes to show how one of the most individual investigators 
and thinkers can have his judgment (temporarily only, I hope) 
over-ridden by the ancient and modern craving for magic. Does 
any shock treatment help us to understand the body-mind and 
the “specific nature of insanity”, any more than a crack on the 
head! But when Dr. Kraines goes on (in his preface to the second 
edition) to tell us that he has now included a chapter on the 
Shock Therapies and “To provide space for the new material 
I have deleted the chapter on Psychoanalysis and Related 
Schools”, one wonders whether science is again being tempted 
to grab at magic at the expense of investigation and consequent 

‘ Adolf Meyer in the foreword to The Therapy of the Neuroses and P^'choses, by S. H. 
Kraines, and Ed. 

* S. H. Kraines, The Therapy of the Neuroses and Psychoses, and Ed. p. 5. 

^ Ibid. p. 6. 
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orderly and scientific progress. Perhaps Dr. Kraines did well to 
delete his chapters on Psycho-analysis and Related Schools. 
Having only his second cation I am unable to read what he 
wrote about these, to him, extraneous subjects. Still I am dis- 
appointed. He is an interesting young man and I would have 
been interested. . 

However, perhaps I too have something interesting to say on 
these subjects. Scientifically, the shock treatments teach us very 
little or nothing beyond that which concussion, the epileptic fit 
and the phenomenon of suffocation have already taught us. I 
should tlfink the physiological phenomenon of orgasm would be 
far more worthy of study both physically and psychologically. 
Indeed here we have a natural and recurrent internal cataclysm, 
or shock, the study of which (ever neglected by science) might 
really yield fruit. 

As regards Dr. Kraines’ airy rejection of all but the most basic 
of Freud’s concepts . . . apparently in favour of shock therapy; 

I can only say that I am as individualistically and critically 
minded as Dr. Kraines, as perhaps my assessments based on 
some experience of the various physical remedies may indicate, 
and yet I can say that the more I have studied by clinical 
methods the spontaneous workings of the human mind (refrain- 
ing from the introduction of extraneous shocks verbal or elec- 
trical), the more amazed have I become at the extraordinary 
accuracy of Freud’s original work — not only of his basic concepts 
but equally truly of his most elaborate and incredible “super- 
structures”. The only pity I have found is that they were not 
vast enough — as yet — to embrace every phenomenon and to 
provide a complete understanding of the whole field of mental 
functioning or inter-related mental (as distinct from physical) 
laws. I can only hope that in the fullness of time and with 
ripening expenence Dr. Kraines’ earnest and honest desire for 
understanding will lead him along the same path and perhaps 
to the same conclusion. However, in this part of the book 
physical methods of treatment arc our special province and 
shock therapy as Uic present zenith of physical methods deserves 
sober consideration. 

In spite of a great deal of bias and exaggerated views it is now . 
being generally accepted by physical-treatment advocates and 
psychotherapists alike that shock treatment has its uses in 
specially selected cases and tliat Uicsc uses arc limited to a fair 
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possibility of shortening a current attack of mental illness — 
though unfortunately having no influence upon the likelihood 
of relapse. A well-balanced account of its merits and demerits 
together with the usually neglected psychological implications 
is given by Dr, Cyril Wilson in his paper “An Individual Point 
of View on Shock Therapy”.^ 

I have treated by psychotherapy a large number of patients 
who had previously had shock treatment at another’s hands, 
and in the vast majority there was no doubt (i) that immediate 
improvement (though not cure) had been achieved, and (2) that 
this improvement had not been maintained. Each patient I 
treated was as bad when he came to me as he was before he had 
the shock treatment. I got a marked impression from these 
patients that they were not as easy to treat psychotherapeutically 
as those who had not been subjected to shocks — though whether 
this was due to the nature of the case or the shock it is impossible 
to prove. My personal opinion is that it was the latter. 

In the present state of our knowledge convtdsive therapy 
should be reserved for psychotics, especially depressive states, 
such as involutional melancholia, and only for such psycho- 
neurotics who are quite inaccessible to a psychological approach 
— with perhaps the sole exception of a few very severe cases of 
obsessional neurosis who are failing to make any progress under 
psychotherapy and who are finding life pretty intolerable. 

Convulsive Therapy: Though as long ago as 1798 Weickhardt 
recommended a treatment by pushing the dose of camphor to 
the point of producing vertigo and fits, it was not until 1933 that 
von Meduna of Budapest prescribed intramuscular injections 
of a 25 per cent, solution of camphor in oil to abort schizophrenic 
symptoms. It was a purely empirical guess based on a very 
doubtful observation that epilepsy rarely occurred in schizo- 
phrenics and that there might therefore exist an antagonism 
between the two diseases or symptom complexes. The form in 
which he used it was that of pentamethylentetrozol, otherwise 
leptazolum (B.P.), better known under the trade name of 
Cardiazol. 

This treatment was seized upon by psychiatrists all over the 
world, in the optimistic hope that at last a sovereign remedy 
had been found for the intractable cases of schizophrenia which 

* Ciyril \Vilson, “ An Individual Point of View on Shock Therapy ”, Inlermtiotml 
Journal of P^xho-Analysis, vol. 24, parts i and 2, p. 59. 
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comprised more than 50 per cent, of the asylum population. In 
spite of a considerable percentage of almost immediate improve- 
ments effected, the first'optimistic hopes were not maintained. 
It was found, however, that a more useful application for this 
treatment lay in depressive disorders, though to some extent its 
use has continued in the treatment of schizophrenics also. In a 
large American survey 1000 schizophrenics treated with car- 
diazol convulsions did not do as well as an equal number of 
untreated controls, and nothing like as well as an equally large 
series treated by the insulin method. 

It was soon noticed that certain disadvantages frequently 
accompanied its use. Gillespie says, “of sixteen cases treated 
with convulsants a test conhrmed the impression of organic in- 
tellectual impairment in eight of the patients, though two of 
these did not complain of any disability”.* 

“The risk of memory impairment suggests that convulsants 
should not be employed, except as an extreme measure, in 
patients whose livelihood depends on their memory and pure 
intellectual capabiUdes.”* 

Amongst the physical disadvantages vertebral fractures were 
the most frequent, though the evidence for these in most cases 
was entirely radiological. One of the commonest dangers is the 
Ughting-up of a pulmonary tuberculosis. 

Substitution of cardiazol for other convulsants, such as triazol 
and picrotoxin, led to no special advantages until in 1937 Celetti 
and Bmi introduced their method of producing fits by passing 
an electric current through two electrodes placed on the patient’s 
forehead. This had the advantage of convenience and com- 
parative painlessness. The initial current used, for which the 
apparatus has to be specially set, is that of 80 to 100 volts with 
a o 2 second penod. If no fit is obtained the voltage is advanced 
a step and another shock given, but only when respiration has 
relumed to normal. If this is insufficient the time-switch is 
advanced to o 3 second, or even a larger dose may be required. 
The effect of the treatment is certainly electrifying to patient 
and attendants alike. Apart from minor effects such os stunning, 
^vh^cll arc not usually desirable, the typical sequence of events 
is; first, a momentary rigidity with instantaneous loss of con- 
sciousness, folloivcd, after a brief latency period, by a violent 

' Hendenon and GiUcspie. A HxiScot Ed. p. 

* Tootl) and Bbekburn, Laneti, 1939 
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fit almost identical with that of a m^or epileptic convulsion. A 
gag has to be inserted in the mouth and the patient prevented 
from injming himself, particularly by spreading the legs, and 
by other extreme muscular contractions. After a variable number 
of minutes the fit subsides and it is some little time after that 


that the patient regains consciousness. Occasionally a patient is 
quite crazy, or even maniacal for several minutes after recover- 
ing. Usually there is apparent amnesia for the whole process, 
including very often events which inunediately preceded the 
shock. Nevertheless it is extraordinary how often a patient 
sooner or later begins to dread the next treatment, suggesting 
that at least some modicum of the agony witnessed by the 
attendants has been registered at some level of his mental 
apparatus. In fact, I know of some unanalysed psychotherapists 
who, when their technique does not permit them to proceed 
further with their patient, find a ready and convenient way of 
getting rid of him by this simple prescription. I do not know 
how conscious or unconscious may be their motivation. 

It is usual to give the treatment two or three times a week and 


to continue for as many as a dozen treatments or more, but my 
own experience is that tmless a patient shows improvement 
within four or at least six treatments, the pushing of the process 
further is imjustifiable. Further, I would say that whenever a 
good result has been obtained, even if it is after only two or 
ree treatments, it is best to leave well alone and discontinue, 
ortunately, I do not think this is the usual practice. 

Tu considerable benefit is obtained in some cases. 

us espie records that in 30 cases of involutional melan- 
^ ^ 19 made a good recovery and 5 improved, 

w e m 9 depressives of the manic-depressive type 45 re- 
covered and 28 improved. Results with schizophremcs are not 
nearly so good and the relatively smaU percentage that show 
improvement frequently relapse into their former condition, 
possibly to reach a remission in the ordinary way at a later date. 
Compamon with control cases suggests that shock therapy 

ultimate prognosis. Gillespie 
says that m aU fomis of nervous and mental disorder he prefers 

considers it 

^ treatment programme while there is a 
masonable chance of effecting recovery without it. On the other 
hand, he considers it unjustifiable to make a patient submit to 
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the prolonged misery of depression with its accompanying risk 
of suicide or exhaustion without resorting to electric convulsive 
therapy, even though recovery may not be effected.* 

Insulin Treatment: An even more important form of treatment 
in which also coma is the basis, is that of insulin therapy. Since 
the discovery of insulin by Banting and its specific use in the 
treatment of diabetes, a possible value in psychiatry has been 
suggested to improve appetite in cases of anorexia and to 
minimise withdrawal symptoms in the treatment of morphine 
addiction. But Sakcl of Vienna was the first to utilise it for the 
production of hypoglycaemia as a treatment for schizophrenia. 
The technical difficulties involved in this form of treatment and 
the extraordinarily high standard of skill required by doctors 
and nurses administering it, limits its usage to special institutions 
well staffed with experienced personnel. These should be able 
not only to carry out the technique but also to give post- 
graduate students and nurses the required amount of training 
and experience so that it may become possible to establish an 
adequate number of treatment centres. 

Full details would be inappropriate in a work such as this. 
The contents of the emergency tray required to prevent fatal 
accidents and the use thereof provide almost a special study in 
themselves. 

Put as briefly as possible, the treatment might be outlined as 
follows. The patient, having been put to bed and placed upon 
a constant diet, the first dose of insidin, usually 20 units, is given 
intramuscularly in the morning after the patient has fasted for 
approximately eleven hours. This dose is increased by the same 
amount, ao units, each day until the patient passes into a state 
of stupor.^ Tills may be defined as a condition of the loss of 
normal response to speech and impairment of orientation, but a 
retention of the capacity for some purposeful responses in spite 
of die patient being somovhat confused. After this, increments 
of the daily dosage must be very slow and cautious until such 
time as coma proper has been induced. Coma consists of a con- 
dition of no responses to any form ofstimulation except a painful 
one. When Uic stage of coma has been induced, the object is to 
find tlic minimum dosage necessary to cause its recurrence. 
Eventually the regular daily dose may be stabilised at half the 

» llcndcnou and Cdlcspie, A Tti-tbook ^ Vtjchuljy, Cih Ed. pp. 40£hJO. 

* TTie term “sopor" u used by some wricen. 
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most empirical.^ It was introduced in 1935 by a Portuguese 
surgeon. It consists in an operation performed with a blunt 
needle-like instrument to sever the nerve association paths 
between the frontal lobes and thalamus. These nerve fibres are 
supposed to convey relationship between the supposed seat of 
the intellectual faculties in the frontal lobes and the emotional 
centres in the thalamus. The ordinary brain needle which is used 
for the purpose has a side eyelet and a close-fitting style. The 
coronal suture of the temporal bone is reached by a resection 
of skin and tissues behind the lateral margin of the orbit. A 
small burr-hole is then cut in the line of this suture, exposing 
the dura mater. The needle is directed into the brain substance 
so as to pass in front of the anterior horn of the ventricle, but 
not so far as to reach the grey matter on the medial aspect of 
the frontal lobe. The stylet is then withdrawn and the needle 
pivoted so that it cuts through the brain substance moving to- 
wards the upper surface of the frontal lobe. At the same time it 
is pushed more deeply into the brain substance. It is then with- 
drawn and reintroduced so as to cut the fibres from the lower 
part of the pole of the frontal lobe. To do this it is passed down- 
wards to a point just short of the side of the skull. This operation 
has, of course, to be performed on each side of the brain in turn. 

It is claimed for this treatment that symptoms are improved, 
with a restoration of appetite, weight, energy and interest, 
though even its best friends do not claim that there can be any 
improvement in the personality before the onset of the psychosis. 
At the same time it is admitted by most persons with experience 
of these cases that the patient thereafter tends to live a more 
simple mental life, even if he is somewhat relieved of emotional 
stresses and tensions such as self-consciousness. It is freely 
admitted that he commonly gives less trouble to those who have 
to manage him. It would seem that this claim may be called in 
question in view of the frequent undesirable sequela of incontin- 
ence, not to mention epileptiform attacks, aphasia and in some 
cases even dementia. 

In recent times there seems to be developing a preference 
amongst physical-treatment advocates for experiment in the use 
of electric convulsive therapy while the patient is under insulin-induced 
sopor. Sometimes a double E.C.T. shock is tried, the second one 

* Since writing the above, an even more drastic mutilation of the brain, namely, 
lobectomy (llte actual removal of a lobe), has been experimentally tried. 



CHAP. XXIV CONVULSIVE THERAPIES, ETC. 3si 

being imposed before recovery from the first is complete. 
Danger of collapse or of irreveidble coma is usually averted by 
the immediate administraUon of intravenous glucose. It is 
claimed for this desperate measure that some otherwise recalci- 
trant patients are improved. r 

The experimental practice oi “massive" E.C.T. (three or four 
shocks a day for three or four days) will happily be disconUnued 
in the light of further experience. 

The use of eledro-namsis in which by means of a special ap- 
paratus, 120 mirnamps., reducing to 6 o, are introduced mto the 
brain for several minutes accompanied by. the mhalaUon of 
oxygen and carbon dioxide for the resulung apnoM, is too 
recent for the assessment of results, but it seems to indicate the 
resourcefulness of the non-psychologically-minded therapist. 


Regarding the shock treatments in general, and prefrontal 
leucotomy in particular, I would not go to far as to declare, as 
did one of my incensed colleagues, that if the advent of con- 
vulsive therapy has not placed an adequately lethal weapon m 
the hands of the would-be extermmators of all psychoucs and 
psychoneurodcs, the advent of prefrontal leucotomy has certainly 
filled their long-awaited, albeit unconscious, need. Nowadays 
anybody who understands sufficiently little of the pnnciples of 
mental funedoning and the nature of psychogeme illness, and 
who nevertheless professes to be a psychiatrist, h^ a ready 
weapon to hand with which he can do enough, indeed every- 
thing short of somadc death, to implement his i^orance and 
conceal his crimel The only remedy he coffid see for this ghasdy 
state of affairs was that an ouUaged public should ansc and 
perform decapitadon, in return for decerebraUon, upon die 

Himmlers of their psychiatric Buchenwald. ^ 

On the other hand, I would agree with the majonty of those 
best quaUfied to judge, that such dr^lie and empmcal, if not 
arbitrary, interferences with the physjMl basis of mind are 
hardly jusdfiable in the present state of our knowledge except 
for zLk where there is no reasonable hope of spontaneous re- 
covery, and where either complete disablement or an indefinitely 

prolonged and unendurable agony are the only altemauvm. 
However satisfying these drasUe interferences may be for the 
psychiatrist and operator, this ffione must not be aUowed to 
jusdfy the extension of tlicir field of operauon. 



CHAPTER XXV 


PSYCHOLOGICAL METHODS OF TREAT- 
MENT: THE IMPLEMENTS OF TREATMENT 

Some might consider that psychological treatment has a priority 
in medicine in so far as it might be regarded as beginning with 
the witch-doctors (part doctors, part priests and prophets) of the 
tribal life which marked the birth of culture. Others might prefer, 
perhaps disparagingly, to date its beginning to the advent of 
Mesmer (about 17.78). Again, I have heard it said that Christ 
was the first psychotherapist, for His healing remark, “Brother, 
thy sins are forgiven thee”, reveals appreciation of the fimda- 
mental relationship of guilt-feelings to the aetiology of disease, 
and His use of the term “brother” sho\vs His knowledge of the 
therapeutic value of love and transference. 

Psychological treatment, in a wider sense, might be regarded 
as being as old as the hills and at least as old as any physical 
treatment, for every word spoken by one person to another and 
every influence of one person upon another has some psycho- 
logical effect — ^for better or for worse. When we confide oim 
troubles to a friend or stranger, we are using him hopefully as 
a patient may use a psychotherapist, and when ^ve listen to 
another’s troubles we are, I hope, functioning as a psycho- 
therapist for the other’s relief and benefit. Even children talking 
together are already doing no more and no less. Similarly, the 
activities of play, the dances, war dances, rituals and religious 
rituals of savages and civilised may be regarded as self-devised 
“occupation therapy”. The same applies to practically all the 
behavioiu- of all persons, individual and general. Though these 
conversations and activities are generally dignified by the term 
“psychotherapy” or “occupation therapy” only when they have 
the specific conscious purpose of alleviating the individual’s 
sufferings and symptoms, the transition from the unconscious 
operation of such influences to the intentioncil direction of them 
for therapeutic purposes must in the first instance have been 
imperceptible. 

In modern times the general practitioner \vho listens to his 
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patient’s complaints vkathout saying too much is, whether he 
knows It or not — and he generally does know it— acting psycho- 
therapeutically. When he progresses from this passive role to 
that of offering explanation or advice, or consolation, or even 
diagnosis, physical or otherwise, there is no doubt that one of 
the roles he has assumed, usually the essential one, is that of 
psychotherapist. AU the more reason, therefore, why he should 
devote a little special attention to this much-neglected branch 
of medicine, and orientate his concepts and methods in the light 
of modern knowledge. In view of the great advances of medicine 
in other fields, I personally consider this incumbent upon him, 
and particularly upon the planners of the medical curriculum, 
if the art of medicine is to advance m this, the most used and 
usable of all its speciahties, beyond the stage of the oldest, un- 
conscious methods of psychological treatment, beyond the stage 
of witch-doctoring. . 

For descriptive purposes and to bring some order into our 
conception of the art of psychotherapy, we may divide the theory 
of the methods in use roughly into three mam divisions. The 
first would be psychological methods directed at the most super- 
ficial levels of the mind, such as appeals to reason, intelligence, 
logic and conscious processes in general. The second would be 
methods directed specificaUy at emotional levels, such as sug- 
gestion, auto-suggestion, persuasion and hypnotism. The third 
main division would be methods purporting to expose the un- 
conscious emotional levels, to obtain insight into them and their 
operations, and specifically to bring them under the jurisdiction 
of the conscious levels either with the purpose (a) of denying 
their needs and endeavouring to substitute alternative gratifica- 
tions— under this heading I would be inclined to include faith, 
beliefs, morality and religions in general together with methods 
which place an undue emphasis on sublimation— or (4) of a 
due recognition of their needs witliin the realms of the require- 
ments of reality and the social order, thereby giving the patient 
a practical possibility of emotional readjustment and cure. 
Under this heading I would include all methods of analytical 

psychotherapy. . 

There arc no rigid lines of demarcation cither in theory or 
practice bctwccn'tlicse main divisions, nor between the various 
methods rather arbitrarily placed under each main iicadinv 
For c-vamplc, persuasion, wluch I have later placed under 
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division one, might be supposed to belong to this group in so 
far as the therapist insisted that in his persuasion he was using 
exclusively a process of reasoning or appealing to the patient’s 
intelligence. Or, on the other hand, it might be placed under 
division two on the grounds that any effectiveness of the per- 
suasion method is more likely to be the result of some, perhaps 
unconscious, emotional appeal than due to any strict operation 
of the intellectual faculties per se. The same might be said of all 
methods included under the -first heading however much their 
operators might insist to the contrary. Similarly, faith, religion 
and morality might be held to belong more properly to the 
second division rather than to the third, depending upon the 
extent to which emotional urges are unconsciously utilised in 
the one case or consciously recognised and stressed in the other. 

To examine these processes in a little more detail before ive 
pass on to their most advanced and scientific development, 
namely that of deep analysis: 

I. METHODS DIRECTED TO THE CONSCIOUS LEVELS 

(a) To st^t at the surface, or perhaps above the surface, we 
might mention attempts to cure the patient by changing his sur- 
roundings rather than by attempting any change whatsoever in 
himself. This is usuaUy a resource of those who are quite im- 
potent in the psychological field, or/and cannot devote the 
necessary time and trouble to the case. It is commonly forgotten 
that the activities of normal people constitute essentially a self- 
pre^ribed therapy by this method of adjusting reality to one’s 
needs, and that the self-prescribed prescription is the only 
appropriate one. The patient’s illness is due to his psychogenic 
ineptitude in this respect. The time-honoured device of sending 
a case o nervous breakdown away for a cruise round the world 
T^u^ ° ^ ^ possible firom the physician — ^has not yet 

lauen into the complete disrepute which it deserves. I should 

ere co ess that myself have been guilty of experiments in 
met o when it was impracticable on account of pressure 
o t e patient s and his family’ s inclinations, etc., to do 

anytiung else, and also in cases of psychosis where I felt that 
unta^vourable developments were likely to accrue. The best 
result 1 have obtained is improvement during the holiday and 

a relapse soon after resuming work or re-entry into the previous 
environment. 
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Permanent changes of environment might in rare cases have 
a more lasting effect; but hcare I am reminded of the instance of 
the paranoid wife, and the devoted husband who took her dis- 
satisfactions literally, and naturally tried the direct method of 
amending them. When the home he had purchased for their 
initial marital bliss proved unsatisfactory to her, he sold it and 
bought another according to her choice. This process was re- 
peated several times until at last it transpired that what she 
really required for her permanent happiness was a house with a 
river running through her garden. Sacrificing the last of his 
resources he was able finally to graufy her wish; but alas! the 
disease, being of course psychogenic and not environmental, 
progressed further until finally no other adjustment has proved 
possible than that the unfortunate lady should live through her 
unhappiness in the only appropnate environment — that of the 
mental hospital. 

Regarding changes of family or business environment, etc., 
the wise physician wiU not rush in jvith advice, for the results 
will probably be unsatisfactory and may be laid at his door. 
It is usually far better that the patient should receive psycho- 
therapy until he acquires such insight as will cause km, himself, 
to make the necessary changes. There are, of course, certain 
instances where an unhealthy method of life is so obviously 
responsible that tlic doctor can hardly refrain from investigating 
it and suggesting some alternative — for instance, in the case of 
a depressed woman physician who was carrying the burden of 
an over-loaded practice on her young shoulders, and was unable 
or unwilling to find time for social or any other forms of recrea- 
tion until she had reached a point when emotional breakdowns 
were irrupting into her otherwise assumed serenity. I not only 
told her tiiat she could not afford to ignore indefinitely her 
insunctual needs and her repressed desires for self-gratification, 
but I categorically ordered her to join a social tennis club and 
to take two afternoons a week off for this purpose. 

In general, however, one has the impression that a person’s 
surroundings and his way of life are usually symptoms, not causes, 
of his intra-psychic condition, and to direct attention to the 
former rather than the latter is beside the point and therclbrc 
doomed to failure. It is tJic resource of most of us in our psycho- 
logical ignorance. 

(i) Appeals io Will Potter'. This is (he most superficial of all 
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psychological methods and is freely employed in the form of 
“pull yourself together” by all the patient’s relatives, friends 
and enemies — usually to the patient’s exasperation, further 
strain and deterioration. Combined with a certain amount of 
appeal to intelligence and reason many eminent physicians are 
almost equally culpable, though the advantage of their authorita- 
tive position may in certain instances, though very rarely, have 
some httle beneficial effect to balance the more frequent harm- 
ful ones. 

The reassuring effects of this method will not be under- 
estimated. What will be under-estimated is its impotence in the 
vast majority of cases. I am reminded of one eminent neurologist 
who, like all neurologists, sees an undue proportion of psycho- 
genic illnesses sent to him by physicaUy-minded practitioners. 
His unfaihng method after doing a complete and sterile neuro- 
logical examination, is to seat the somewhat bewildered and 
exhausted patient opposite him at his desk and then, after 
a duly impressive silence, to say to him very emphatically; 
“You have nothing whatever the matter with you. 
Go away and do not continue this nonsense any 
longer.” (Why does every experienced psychotherapist rock 
with inward laughter when he hears of this?) I know of one 
shattered victim who had his next, and worst, anxiety attack 
with vertigo and collapse, in the street outside the great man’s 
door, 

(c) Persuasion : A less brutal method of reassurance and appeal 
to will-power is the method of discussion and persuasion worked 
out in some detail by Dubois, in which, after devoting a certain 
amount of time to an investigation of the psychopathology of the 
case, it is explained to the patient in a rational way why he has 
got his symptoms and that they are quite unhelpful and un- 
necessary. Appeals are then made to his insight and to his reason 
as an intelligent person. It is astonishing how ineffective this 
method can be, which may bring it home to us on reflection, 
if we do not already know, what little power intelligence has 
in the motivation or control of psychogenic illness. 

[d) Anamnesis and Discussion: It is extraordinary what a lot of 
satisfaction a patient can achieve at the first interview by his 
complaints being carefully listened to with infinite patience and 
by the taking of a fairly complete case history embracing the 
enwroinf his early life. Some patients in particular are most 
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anxious to talk it out. If the therapist will listen carefully and 
patiently, and think at the same time as he listens, he will 
probably achieve at least aninitial understanding of the patient’s 
illness. He may increase this understanding by an extension of 
the patient’s opening remarks, of his initial formulation of his 
symptoms and complaints. Further, he may ask the patient to 
dilate upon various important points noted during his taking 
of the case-sheet questionnaire. For instance, matters. relating 
to father- or mother-fixations, early and current sex life, 
traumata, such as recent or remote bomb experiences, and 
particularly a full description of current worries. Often a pro- 
tracted talk will reveal to the physician odd attitudes of mind, 
such as paranoid trends on the part of the patient. But whether 
the physician is merely listening, or whether he is drawing more 
out of the patient, he must at the same time always keep an eye 
on transference possibilities, not only m case it should become 
necessary to proceed, at a later date, to analysis proper, but also 
to maintain himself in a position to influence the patient, for 
instance by advice. 

A doctor in the provinces who used to send me tlie impecuni- 
ous nuisances of his practice, for the purpose of one such pro- 
tracted interview, was in the habit of referring in his letter to 
my “chit-chat” treatment, which reminds me that the benefits 
really achieved in any form of psychological treatment, whether 
chit-chat or analytical, are solely due to the emotional relief of 
a transference situation — the absence of an appreciation of 
which was humorously brought to my attention by this doctor’s 
use of the term “chit-chat”. Such transference situation at a 
first interview is achieved as much by the physician’s under- 
standing — which in some intangible way many patients are able 
to sense — as by his patience and evident interest in listening to 
all that is said, and by the thoroughness of his case-taking, 
supplemented in some cases by the physical examination and 
relevant comments. The most sensible patient should be able 
to go a\vay after such an interview not feeling, as he may have 
done before the intervicsv, that he was to see some pretender, or 
be subjected to some hooey, but feeling Uiat, perhaps for the 
first time in his life, he had encountered a really sincere, under- 
standing and painstaking physician. 

Morco\cr, if this type of interview is sufficiently long or re- 
peated on a succession of occasions, certain maticn in the 



328 , CLINICAL PSYCHOLOGY sect, v 

patient’s current life which he had not taken into account or 
had misunderstood will probably become elucidated with, or 
without, the direct help of the physician. For instance, a newly- 
married lady came to me in an extremely unstable emotional 
condition, bursting into inexplicable tears when she spoke of 
her marriage and the intense love she felt for her husband. She 
thought there must be something very much the matter with 
her; and why this new-found happiness should have brought it 
out when she was quite well and stable before, she was com- 
pletely at a loss to understand. When asked for an instance of her 
alleged “stupidity” and “unreasonableness”, she said: “Well, 
the other day my husband’s sister invited him to tennis without 
asking me, and when I heard of it, I flew into a temper and 
then biurst into tears. It was so silly. She had simply forgotten 
that he was married or that I played tennis — ^in fact far better 
than the middle-aged spinster she had asked to make up the 
four. Anyhow, it could not be altered. But she did then suggest 
that I should go and watch them.” It further transpired in the 
course of the interview that this husband, who thought his wife 
perfect before their engagement, had since taken to a curious 
form of schooling her kindly in preparation for her new social 
obligations, even to the extent of suggesting the sort of clothes 
and hats she should wear, how she should pronounce certain 
words, conduct herself and so forth. She complained that she 
had been so slow and stupid in altering herself in accordance 
with these advices and criticisms and had even felt some resist- 
ance to changing her dressmaker in favour of that of her sister- 
in-la^v. I later asked if her husband had ever been previously 
engaged to be married. She said he had been — on three 
occasions, but each time the lady had proved unsuitable before 
the wedding day — ^it seemed after the husband’s sister had ex- 
pressed various opinions about her. This unmarried sister had 
been keeping house for the husbamd up to the time of his 
eventual marriage. 

As the material accumulated it became increasingly clear to 
me that the husband’s sister losing no opportunity, by means 
of subtle criticism and “psychotherapeutic” influences, to poison 
the husband’s mind against every woman that threatened to dis- 
place her. The newly-wed wife was, of course, the target for this 
augmented campaign. Pointing out to the patient that (i) the 
husband had found her worth marrying in the first place before 
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she had had any “schooling**, and (2) that there had been no 
hint of schooling until the sister heard of the engagement, I was 
able to suggest that the main factors in the current disturbance 
were not her, the patient’s, stupidity or unreasonableness, but 
merely the repressed conflict arising in her. mind through trying 
to cope with hostility of which the beloved husband was being 
made the unwitting instrument. I said to her: “Tour sister’in-law 
consciousljf, or unconsciously, wants to hllyou for taking 'her man*. None 
of her criticisms, far it is her criticisms and those alone which you hear 
from the mouth (fyour husband, are valid, it is not your 'improvement'’ 
but, unconsciously, your death which she is after and to which you are 
trying to corform! She has not yet pushedyou under the ground, but she 
has pushed your natural emotional response to your husband under the 
sufocaiing pall of conflict and hate, that is why you cannot achieve orgasm 
in your sexual relationship with him. Stop trying to adapt yourself to his 
schooling. Let him appreciate, as he did before marriage, that your own 
qualities were quite good enough for him to ask you to many kim^-were 
good enough for him then, and are good enough for him now. Whenever 
he offers criticism recognise that it is his sister's voice speaking and 
laugh, inwardly at least, at it.** 

The patient wiped away her tears and laughed then and 
there. “What a fool I was not to sec it before.” The next day 
she told me that she had had her first completely satisfactory 
intercourse, with full orgasm, since their marriage some months 
ago. 

This example is given simply to show that there arc occasions, 
however rare, when superficial treatment can achieve some 
therapeutic results. But it would be a mistake to consider that 
this is all that will prove to be necessary. 

a. METHODS DIRECTED SPCC1FICAL1.Y AT EMOTIONAL LEVELS 

(a) “Afesmerism": These methods, however much tlicy lay at 
the basis of the \vitch»doctors’ successes and however much they 
may form the basis of much psychotherapy in primitive races 
today, received their first impetus in the civilised w orld tvith the 
advent of Franz Anton Mesmer, nearly two centuries ago. Witli 
his patients in a darkened room grouped around a mysterious 
barrel full of rubbish, hopefully placing the metal rods that 
projected from it on the supposedly diseased parts of their bodies, 
Mesmer in a lilac drcssing*gown would enter to Uic strains of 
slow music, fix his eye on each in turn and touch him wiUi the 
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iron wand he carried in his hand. No doubt the drama of the 
situation eludes description, for many patients would fall into 
an hysterical attack on the spot. Thereby they were supposed 
to receive benefit or cure. The theory of the mechanism was as 
nonsensical as the proceedings. Results were said to be due to 
a magnetic fluid, the same as that which was supposed to flow 
from the planets and affect the human body. The practice, its 
results and the theories vouchsafed for it, all provide interesting 
material for the application of psycho-analytical theory — ^in- 
cluding, perhaps, the theory of the nature of the hysterical fit 
as an orgastic equivalent providing comparable relief of tension. 

(b) Hypnotism,'. However much we may ridicule the whole 
absurd proceeding and its absurd rationalisation, Mesmer cer- 
tainly called attention to something. This something was sub- 
sequently developed by Braid of Manchester and others in the 
form of hypnotism, to which may be coupled hypnotic suggestion 
and suggestion. It seems to me that the deliberate use of such 
methods when treating intelligent persons might well lead to the 
suspicion in the patient’s mind that the therapist is a quack and 
a charlatan. The procedure is so much at variance with any 
sensible relationship. Nevertheless, there are still some psycho- 
therapists who have resource to this remarkably primitive pro- 
cedure, and I would not deny that it may have its uses in special 
cases. The details of the technique vary from one hypnotist to 
another, and have no special intrinsic value. One, for instance, 
has a headlight above the head of the couch and holds an 
ophthalmoscope mirror a few inches from the patient’s eyes and 
slightly above the plane of vision, making the patient fix his 
eyes upon it and thus maintaining a condition of eye-strain, 
before he proceeds with his suggestion of sleep. Schilder, for 
some reason or another, uses a key in a similar position, telling 
the patient he will get tired and sleep — as indeed who would 
not when such continuous strain is demanded of him! Other 
hypnotists emphasise regularity of breathing, even ordering the 
patient when to breathe in, when to hold it and when to breathe 
out; and when a condition of hyperventilation (itself conducive 
to heightened suggestibility) is established, proceed to their sug- 
gestions of rest, relaxation, inertness of succeeding parts of the 
limbs and body, and finally sleep. All emphasise that the im- 
portant matter is not getting the patient into a light or deep 
state of hypnotism, but, of course, how you use the situation. 
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when you have got him there, for the purpose of suggesting tlie 
disappearance of symptoms and the substitutions of desired 
activities. In this connection I am reminded of the humorous 
story told by a leading physician who apparently found it neces- 
sary to offer the apologetic explanation that the patient was due 
to leave for Scotland within a couple of weel^ and therefore it 
would not have been possible to attempt any other form of 
treatment for her main symptom of constipation. A week after 
her departure he received a cryptic telegram: “Eight o’clock is 
so inconvenient, can you please make it seven?” 

It is sometimes said that, in endeavouring to get the patient 
hypnotised and subject to suggestion, one may adopt one of two 
alternative psychological relationships with him. The first is the 
role of an authoritadve figure dominating the situation and 
giving him orders; the second is that of a kind, benevolent 
person coaxing him into relinquishing every form of resistance 
and complying sympathetically with one’s wishes. One attitude 
is said to work better with some patients and one with others. I 
should imagine that the prior discovery as to whether the patient 
bad a fixation to an authoritative father-figure, or, shall we say 
a fixation to a gentle, sympathetic mother-figure, might be of 
use in helping the physician to decide which attitude to adopt. 

I think on reflection it is more hkely that the only altitude 
possible for a particular hypnotist to adopt will be oncin keeping 
with his own character rather than one that has any reference 
to the needs of the patient. 

In favour of those who use hypnotism as a llierapeutic weapon 
it should be said that they mosUy agree that a physician should 
not rush into it, but should first gain some insight not only into 
the patient’s character, but into the psychopathology of his 
symptoms before finally attempting hypnotism for the purpose 
of obtaining a closer contact with the emotional sources of his 
symptoms and thereupon influencing them in the full light of 
one’s knowledge. It seems to me that*it may be rather difficult 
to switch over from one of these processes to the other. If one is 
obtaining insight into the source of symptoms tlirough analysis, 
the patient is, simultaneously, obtaining at least some of this 
insight; and surely the tendency would be to increase this pro- 
cess, perhaps never fully complete, rather than to break off a 
“winning game” in order to try the very doubtful cflicacy of 
the hypnotic procedure whicJi may prevent one from reverting, 
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in the event of its failure, to a resumption of analytical technique. 

One is certainly in close agreement with aU hypnotists who 
suggest the process should never be used for showmanship pur- 
poses and that one should not prolong a deep hypnosis beyond 
the therapeutic need of the patient. Apart from the practical 
disadvantages that relatively few persons are reaUy hypnotisable 
— have commonly had patients who have told me that their 
previous psychotherapist thought he had hypnotised them, 
though they were never so alert in their lives but did not like to 
disappoint himl — there is considerable evidence that subjection 
to hypnosis tends to increase the dissociation of the mind, par- 
ticularly of its intellectual and emotional levels, this psycho- 
logical condition being the favourable soil responsible for the 
growth of the neurosis. Analytical methods, on the other hand, 
tend to integrate dissociated elements in the personality, and 
tend therefore to exclude favourable conditions for psycho- 
neurotic phenomena. The large number of cases of multiple 
personalities, as described by Morton Prince, are not found by 
analysts, and the inference is that they were artefacts created by 
hypnotic methods. 

In order to increase the hypnotisabhity and suggestibility of 
resistant persons some psychotherapists have tried the adjuvant 
of sedatives, such as medinal, in doses exceeding ten grains, 
sodium amytal three to six grains, paraldehyde one or two drams, 
and, in recent years, even pentothal sodium and similar drugs, 
as described in the chapter on physical treatment under narco- 
analysis. This certainly facilitates the physician’s task of achiev- 
ing a variable degree of narcosis in -the patient, but it may not 
always help him in- the essential element of the situation, namely 
the maintenance of contact between the physician and the 
patient throughout the process. 

A supposedly good method of clearing up symptoms under 
hypnosis is that of clearly formulating to the patient the psycho- 
pathology of his symptoms and suggesting to him that on the 
basis of this insight they will disappear. This, of course, assumes 
that the physician has already learnt the specific psychopathology 
in the patient’s case himself. 

(c) Suggestion: Suggestion without hypnosis has a great deal 
more than is recognised to do \vith the beneficial effects of the 
medicines which the general practitioner prescribes, and is 
naturally more likely to be effective if the practitioner himself 
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believes in the efficacy of the drug. The process is a psycho- 
logical one however unsuspected by both parties, and is depend- 
ent upon the degree of rapport between the two, specifically 
upon the degree of positive transference which the patient has 
towards that practitioner at that particular time. I have known 
instances occurring in a hospital out-patient department where 
medicine given by a patient’s regular physician %vas most bene- 
ficial, but when prescribed by a disliked deputy the same 
medicine had the most disastrous effects! Similarly with a great 
deal of physiotherapy, electrical treatments and massage. 
Analytical interpretation would be that so long as it is “love” 
in any form which the patient is receiving and accepting he will 
probably derive some benefit from it. 

In contrast to this we have the suggestive methods which use 
pain or “punishment”, rather than love, to threaten or force the 
patient to “mend his ways”. Amongst such may be mduded 
the Faradic electric brush, so commonly used in hospital practice 
for such things as hysterical paralyses or anaesthesias of hmbs. 
The patient gives up his symptoms when the pain of the current 
is worse than the situation which caused the paralysis. Obviously, 
these are very crude if not positively cruel methods. The patient’s 
problem is left unsolved if not augmented, however successfully 
the problems of those around him may have been solved by Uie 
process. 

To call attention to the fact that psychoneuroses have causes 
wliich should be sought and remedied in order to achieve real 
instead of merely apparent benefit, and that a consideration of 
this fact is so remotefromordmary hospital practice, particularly 
on the surgical side, I will mention an instance that occurred 
on a visit of mine to an out-patient department. Oblivious to 
the psychological impbeations, the eminent surgeon was con- 
ducting a physical examination, including a pelvic examination, 
upon a gratified female patient, in the close proximity of medical 
students of both sc.xcs. It was obvious to every person present, 
excepting the patient, that there was no physical basis for licr 
pseudo-appendiatis. Tliercforc I was rather surprised to hear 
liim announce tliat she would be admitted for operation. I 
eagerly awaited the explanation, which was Ibrthcoming once 
the pauent had departed. He said: “The operation will be a 
scar witli the clcctro-cautcry along the appendix region,, a 
bandage and a week’s rest. 
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In psychological practice one sees many instances of such 
“psychotherapy” by surgeons, including many where the opera- 
tion has been a reality and not a sham. Cure is never effected 
by such means. The symptoms always return, if they ever went, 
usually with augmented violence. Commonly the patient is re- 
admitted on successive occasions for operations for alleged 
adhesions . . . and more adhesions. Psychologically the effect of 
such treatment, apart from unconscious temporary libidinal 
satisfactions — ^which seem to create an addiction for their repeti- 
tion — ^is to confirm in the patient’s mind the erroneous thinking, 
unconscious and conscious, which led her to substitute a physical 
pain and disability for an unsolved emotional conflict. The really 
therapeutic insight into its causation, augmentation and main- 
tenance, the insight which alone would offer the possibility of 
solution, is avoided by patient and doctor alike. If the surgeon 
himself had more insight he would be less inclined to aid and 
abet the malady by indulging in the temporary gratification of 
so perverse and displaced a perversion. 

(d) Auto-suggestion'. Perhaps we should not leave suggestion 
without reference to auto-suggestion with which the name of 
Gone is especially associated. Those who met this enthusiastic 
little man, who seemed to put every ounce of his libido into his 
convictions and his efforts to carry them over, may better under- 
stand the modicum of success he, and perhaps he alone, achieved 
by his methods. Further, being a thorough-going extravert, 
perhaps like Mesmer, he was able to carry them out to the best 
advantage in an intensely emotional atmosphere augmented by 
the presence of a multitude of hysterical disciples. The novice 
was ordered to intertwine his fingers and to say to himself that 
he could not loosen them. Eventually he found that while he was 
saying this he could not in fact loosen them. My own impression, 
watching this display with a host of spotlights focused upon the 
victim in the centre of a crowded Albert Hall, during an inter- 
lude of an overpowering brass band,, was that the poor wretch 
dare not loosen them — ^it seemed more than his life would have 
been worth! However, from such auto-suggestion Gone pro- 
ceeded to further experimentation by small gradations until 
finally he would get an hysterically lame person to walk and 
effectively prepare his audience for his famous formula “Every 
day in every way I am getting better and better”. One might 
well ask whether the process was curing hysteria or creating it. 
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I have little doubt that the majority of those who lost their limp 
on the dais resumed it, possibly augmented, at a later date. If 
one knows something of the psychopathology and mechanism of 
such symptoms one has no doubt that they, or their eqmvalent, 
will re-erupt as surely as an undamaged seed will sprout in 
favourable soil, or as surely as untouched causes will produce 
their appropriate effects. Coue’s treatment has no relationship 
to the sources of the symptoms or to the real life of the patient. 

(e) Faith: In this respect it has much in common with the 
curative influences of faith, and like these may depend for its 
psychological mechanism upon the efficacy of an mtrojected 
father omnipotent or otherwise, and the self-assurance gained 
by such introjection. The spiritual father (or mother) has the 
advantage of greater permanency than the enthusiastic or 
authoritative Coue, hence the auto-suggestive influence of such 
experiences as Lourdes, with the authority of the whole Cathohc 
religion behind it. may be more effecdve. But such results are 
gained at the expense of insight and not, as modern psycho- 
therapy would wish, on the basis of it. There may be an emo- 
tional gain, and that often only temporary, at the wpense of an 
intellectual sacrifice. I am reminded of a pMient of mine one of 
whose symptoms was self-consciousness and inability to do the 
pubUc speaking which he aspired to and had idealised as a 
compensation for his psychosexual impotence. He arrived after 
having attended a terrific sermon given by the leader of a 
pecuhar cult (which shaU remain nameless) He said to me. 
thumping tlic sides of the settee with lin enthusi^m while he 
said it 'T tell you, doctor, if I could speak like that man and 
sway every hearer bke he did. with his power, enthusiasm and 
conviction, if I could believe like he believes ... I tell you, 
doctor there would be nothing whatever the matter with me. 

I would be cured.” I said nothingin the impressive silence whicli 
foUowed liis shouung. But after a few minutes I lif td him 
soliloquising quietly, “Or laoM that he a mce smear illacse? 

In the light of our knowledge of psychopathology one may 
venture the opinion that indeed it would be, for psychoncurotic 
symptoms indicate merely an intra-psyclnc conflict with a rc- 
lativW small impairment of the ego, whereas any delusional 
svslcm whether individual or communal, is based upon a 
osycho’tic mechanism involving tlic entire personality. Methods 
of ps) chodierapy wliich try to substitute the latter for the former. 
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however much they may result in some alleviation of the indi- 
'vidual’s sufferings, substitute a danger to the community, in - 
part or in whole — ^witness the effects of the recent German 
ideology, a fair example of all that is worst in suggestion, auto- 
suggestion, persuasion and perhaps hypnotism. 

3: APPROACH TO MORE MODERN ANALYTICAL METHODS 
OF PSYCHOTHERAPY 

We should mention in passing the analysis of first memories, of 
dreams and day-dreams, and the use of the principle of free association 
of thought. 

The first has, I think, been over-stressed by some schools, 
for, however indicative of the patient’s early tendencies first 
memories may be to the analyst, I do not see how an interpreta- 
tion of them can be of any special significance to the patient 
except as a very minor part of a larger process, such as that of 
psycho-analysis. 

Dreams and day-dreams on the other hand are of inestimable 
value, as they reveal, in their latent content, both the current 
and early emotional conflicts and tendencies. Even if one’s 
opportunity of seeing the patient and understanding his problem 
is going to be limited to only a few sessions it .is often worth 
while spending at least some of them in an attempt to analyse 
his dream material. Dreams, or rather their latent content, have 
many advantages over anamnesis in that we can depend upon 
the truths they teU us as being really true and not rationahsa- 
tions, subterfuges, delusions or untruths elaborated by the con- 
scious levels. In the course of analytical treatment proper, 
whether long or short, they may, together with their association 
of thought, provide us with practically all the essential material 
for imraveUing conflicts from their original inception to their 
current forms. 

Day-dreams should be treated in the same way as ordinary 
dreanas. The principal difference is that the secondary elabora- 
tion of day-dreams is often much greater and more outspoken. I 
have some evidence that the state of semi-stuporous contempla- 
tion, such as that encouraged by certain primitive rehgious 
cults, owes the possibility of its protracted maintenance to a 
preoccupation with unconscious erotic phantasy. The gratifica- 
tion commonly achieved in day-dreams is often modifications, 
substitutions or sublimations of ungratified instinctual needs. 
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An insight into them by the patient may help to show him not 
only why they occur, but also what primitive and sublimated 
needs he has omitted to provide for in his present-day life (cf. 
the day-dreaming of the childish type of young woman 
described in the chapter on schizophrenia). 

Free association of thought^ besides being the essential process in 
the conduction of almost any form of deep analysis, is also an 
invaluable adjunct to a psychotherapeutic interview. Often 
when I have not been satished with insight achieved at the 
preliminary consultation, I persuade the patient to return on 
another occasion and tell him that I will then require him to 
relax in the recumbent position on the analytical settee and to 
speak his thoughts aloud in accordance with the technique of 
free association. Frequently the material so produced throws a 
flood of light upon the mere formulations or clinical case-sheet 
material of his situng-up interview. This method of psychological 
approach, which consists essentially in the subject speaking any 
and every thought in a relaxed state without regard for its 
emotional valuation, was discovered by Freud and has ever 
since been of the utmost value in every analytical form of in- 
vestigation and therapy. It will be dealt with at some length 
when we come to consider the technique ofFreud’s method as a 
whole. The succeeding chapters dealing with this subject are a 
continuation of this third, analytical and main, division of the 
art/of psychotherapy. 
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however much they may result in some alleviation of the indi- 
'vidual’s sufferings, substitute a danger to the commmnty, in - 
part or in whole — ^vitness the effects of the recent German 
ideology, a fair example of all that is worst in suggestion, auto- 
suggestion, persuasion and perhaps hypnotism. 
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dreams and day-dreams, and the use of the principle of free association 
of thought. 

The first has, I think, been over-stressed by some schools, 
for, however indicative of the patient’s early tendencies first 
memories may be to the analyst, I do not see how an interpreta- 
tion of them can be of any special significance to the patient 
except as a very minor part of a larger process, such as that of 
psycho-analysis. 

Dreams and day-dreams on the other hand are of inestimable 
value, as they reveal, in their latent content, both the current 
and early emotional conflicts and tendencies. Even if one’s 
opportunity of seeing the patient and understanding his problem 
is going to be limited to only a few sessions it ,is often tvorth 
while spending at least some of them in an attempt to analyse 
his dream material. Dreams, or rather their latent content, have 
many advantages over anamnesis in that we can depend upon 
the truths they tell us as being really true and not rationalisa- 
tions, subterfuges, delusions or imtruths elaborated by the con- 
scious levels. In the course of analytical treatment proper, 
whether long or short, they may, together with their association 
of thought, provide us with practically all the essential material 
for unravelling conflicts from their original inception to their 
current forms. 

Day-dreams should be treated in the same ivay as ordinary 
dreams. The principal difference is that the secondary elabora- 
tion of day-dreams is often much greater and more outspoken. I 
have some evidence that the state of semi-stuporous contempla- 
tion, such as that encouraged by certain primitive religious 
cults, owes the possibility of its protracted maintenance to a 
preoccupation ivith unconscious erotic phantasy. The gratifica- 
tion commonly achieved in day-dreams is often modifications, 
substitutions or sublimations of ungratified instinctual needs. 
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An insight into them by the patient may help to show him not 
only why they occur, but also what primitive and sublimated 
needs he has omitted to provide for in his present*day life (cf. 
the day-dreaming of the childish type of young woman 
described in the chapter on schizophrenia). 

Free association of thought^ besides being the essential process in 
the conduction of almost any form of deep analysis, is also an 
invaluable adjunct to a psychotherapeutic interview. Often 
when I have not been satisfied with insight achieved at the 
preliminary consultation, I persuade the patient to return on 
another occasion and tell him that I will then require him to 
relax in the recumbent position on the analytical settee and to 
speak his thoughts aloud in accordance with the technique of 
free association. Frequently the material so produced throws a 
flood of light upon the mere formulations or clinical case-sheet 
material of his sitdng-up interview. This method of psychological 
approach, which consists essentially in the subject speaking any 
and every thought in a relaxed state without regard for its 
emotional valuation, was discovered by Freud and has ever 
since been of the utmost value in every analytical form of in- 
vestigation and therapy. It will be dealt with at some length 
when we come to consider the technique of Freud’s metliod as a 
whole. The succeeding chapters deah'ng with this subject are a 
continuation of this tliird, analytical and main, division of the 
artof psychotherapy. 
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PSYCHOLOGICAL METHODS OF TREAT- 
MENT; SOME INDIVIDUAL METHODS 
OF TREATMENT 

Some of the views of Kraepelin, Bleuler and Kretschmer have 
been mentioned in the chapters on schizophrenia. The views of 
Charcot and Janet, still so liberally quoted in psychiatric text- 
books, have been superseded by Freud’s discoveries, and in my 
opinion are now merely of historical interest and of no practical 
value. 

Meyer. We next come to the rather eclectic system of that great 
psychiatrist Dr. Adolf Meyer, called by him psychobiology Jo 
signify the stress he lays upon his patients being physical beings 
with a tendency to certain types of reaction. 

Analytical discoveries are to some extent taken over by Meyer, 
but are used with perhaps undue precaution as though he were 
afraid of disturbing the patient’s emotional balance. The im- 
pression is that we stay firmly anchored to common sense for 
fear that if we weigh anchor we shall be all at sea without any 
possibility of control. However, it may be conceded that Meyer’s 
method and action are understandable if it is psychotics that 
are being dealt with. For here an undue disturbance might con- 
ceivably be easier to achieve than to readjust. In fact, even 
psycho-analysts often prefer to use indirect methods in attempt- 
ing to treat psychotic cases, particularly as one would not be 
aspiring to any very perfect adjustment. But if we are dealing 
with other than mental hospital cases, Meyer’s avoidance of 
deep interpretation is the very thing to avoid. Otherwise we 
shall not hold our patient for long and shall effect only super- 
ficial treatment and little change. And rightly so, for our fear 
of deeper levels is indicative of unfamiliarity with them and 
consequent incapacity to deal with their conflicts in which lie 
the roots of psychogenic illness. The method is therefore beside 
the point ip the treatment of psychoneurosis, except to render 
very superficial help, 

Reich’. A few other individual methods of psychological treat- 
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ment should be mentioned, amongst them the method and 
theory of that most brilliant and much-neglected writer. Wil- 
helm Reich. For some reason or other he calls his system 
“vegetotherapy”, and perhaps the best known of his books is The 
Function of the Orgasm. It seems that he concentrates attention 
upon parts of the padent’s body that are being held in a state of 
rigidity and makes the patient’s first task that of relaxing these 
rigid regions. Further, he recommends starting vnth the analysis 
of the negative transference and resistance. This sounds like a 
good idea, seeing that these are the factors in the situaUon most 
likely to be ignored even by analysed psychotherapists, and most 
certainly by the unanalysed. But how he can start with thpe 
most difficult elements in the situation before a sufficient poslUve 
has been built up to hold the patient, I find it difficult to con- 
ceive. Indeed, from reading his books it is not at all easy to 
discover the detaib of the technique in part or as a whole. His 
theorUs are far easier to understand, parucularly his mos 
emphatically held theory that orgasm is the essence of all 
sexuality and that degrees of what he calls orgyuc potency 
have intaite gradauons no matter what degree of potency may 
exist in the ordinary sense. I think many analysts would apee 
that there is some correlaUon between the degree of full psycho- 
sexual expression in orgasm and the presence and ^vemy of 
neurotic symptoms. Indeed, experience '“ches us that there 
may be some justification for holding that there is only one 
neurosis or psychoneurosis and that that p some degree of 
psychosexual impotence-or perhaps as Rach would have it, 

Lgasdc impotence-for it is qmte rare to find a pauent whose 
psychosexual or orgasde potency prov^ on deep inv^UgaUon 
m be entirely satisfactory and one hundred per cent. So rare is 
Uiis that if one does hear of such a paUent at a first intemew, 
one almost instincdvely forms the mental rmervauon that in the 
course of analysU there will be found ,o be something wrong 
with his claim. In my experience this always proves to be the 
ease though unlike Reich I would stress Uiat the psychological 
elements as a whole must be accepted as an cssenual ingredient 
in the criterion. That U why orgasm, however complete it may 
be on a physical plane, if it fails to be an adequate psychical 
expression of an adequate emotional relationship of the parties, 
docs not denote full psychosexual orgasde potency. Uke any 
other act the sexual act (like its counterpart, absdnence) to be 
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but are used with perhaps undue precaution as though he were 
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fear that if we weigh anchor we shall be all at sea without any 
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aspiring to any very perfect adjustment. But if we are dealing 
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ment should be mentioned, amongst them the method and 
theory of that most brilliant and much-neglected writer, Wil- 
helm Reich. For some reason or other he calls his system 
“vegetotherapy”, and perhaps the best known of his books is The 
Function of the Orgasm. It seems that he concentrates attention 
upon parts of the patient’s body that are being held in a state of 
rigidity and makes the patient’s first task that of relaxing these 
rigid regions. Further, he recommends starting wth the analysis 
of the negative transference and resistance. This sounds like a 
good idea, seeing that these are the factors in the situation most 
likely to be ignored even by analysed psychotherapists, and most 
certainly by the unanalysed. But how he can start with these 
most difficult elements in the situation before a sufficient positive 
has been built up to hold the patient, I find it difficult to con- 
ceive. Indeed, from reading his books it is not at all easy to 
discover the details of the technique in part or as a whole. His 
theories are far easier to understand, particularly Im most 
emphatically held theory that orgasm is the essence of all 
sexuality and that degrees of what he calls “orgastic potency” 
have infinite gradations no matter what degree of potency may 
exist in the ordinary sense. I think many analysts would agree 
that there is some correlation between the degree offuB psyclio- 
sexual expression in orgasm and the presence and severity of 
neurotic symptoms. Indeed, experience teaches us that there 
may be some justification Ibr holding that tliere is only one 
neurosis or psychoncurosls and that that is some degree of 
psychoscxual impotence— or perhaps as Reich would have it, 
orgastic impotence — for it is quite rare to find a patient whose 
psychoscxual or orgastic potency proves on deep investigation 
to be entirely satisfactory and one hundred per cent. So rare is 
this that if one does hear of such a patient at a first interview, 
one almost instinctively forms the mental reservation that in the 
course of analysis there ^vilt be found to be something wrong 
with his claim. In my experience this always proves to be the 
case, though unlike Reich I would stress ffiat the psychological 
elements as a whole must be accepted as an essential ingredient 
in the criterion. That is why orgasm, however complete it may 
be on a pliysical plane, if it failf to be an adequate psychical 
expression of an adequate emotional relationship of the parties, 
docs not denote full psychoscxual orgastic potency. Like any 
other act, the sexual act (like its counterpart, abstinence) to be 
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psychologically satisfactory must be an expression of the in- 
dividual as a whole, physical and mental, at that time, and 
probably, Hke other acts, subject to the natural variations of his 
personahty as a whole. It may not be natural always to be the 
same, or at the top of one’s form, either mentally, physically or 
sexually. 

Reich’s writings are provocative of enthusiastic agreement; 
but I have noticed that this faculty is most marked when he is 
talking about aspects of the subject with which one is not oneself 
very famihar. I thought his physics was marvellous, though I 
doubted his psychotherapy; but when I read his arguments to a 
physicist friend he thought that his psychotherapy was marvellous 
but his physics, such as his Bion theory, almost incredible. It is 
perhaps a pity that liis fluency and enthusiasm may exceed his . 
justification in all respects, for I am sure that some of the special 
points to which he has called attention, including the psycho- 
physical importance of orgasm, are valuable contributions. This 
last in particular just needed the emphasis which he so master- 
fully places upon it. It had too long been neglected despite 
clinical evidence of its importance. Future psychologists will, I 
hope, benefit by the attention which he has rightly focused on 
this subject. The function of the orgasm should no longer, as he 
complains, be treated as the Cinderella of the sciences. Borrow- 
ing his style: I hope that one day his Cinderella may find her 
prince — and I am not referring to Morton Prince, but to the 
prince of modern psychology, namely, to psycho-analysis — ^with 
the result not only of a perfect tmion with full orgastic potency, 
but with the birth of the perfect child of psychotherapeutic 
evolution, the fructification of centuries of clinical psychological 
endeavour! 

Schilder: Another modern development of psycho-analysis, 
though very different from the above, is that of Schilder’s 
Group Psychotherapy. I can hardly hope to do it anything like 
justice in a short summary, particularly as it strikes me as the 
antithesis of a method (psycho-analysis) which depends so much 
on secrecy and confidence for its success. In this connection we 
should remember that Schilder insists that the group method is 
begun only after several private sessions and only after a pre- 
liminary insight has been reached. Even then the patient goes 
through a prelirmnary period when he writes down his biography 
in extraordinairy detail. His instructions for this transcription 
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are that he must hold nothing back^ he should in fact, in writing 
his biography, exercise at the same time the freedom and license 
of free association of thought, erasing nothing even if he later 
contradicts it, and certainly not aiming at any sort of perfection. 
He should write down every memory pertaining to early child- 
hood, especially before the age of five, and this should include 
any memory he can conjure up of infantile interests in food or 
excreta. His sexual experiences in early childhood must also be 
given in full detail, including opinions and theories which he 
then held. This process must be followed through the school age 
to puberty and must bring in persons who played a part in his 
life. He should show development of his aims and interests, any 
perversions, experiences, thoughts and so on, however much — 
they may not conform to his previous moral standards. Phan- 
tasies, dreams and wishes must also be recorded. No detail 
should be regarded as unimportant. 

One can readily agree with Schildcr that the progress of the 
patient’s psychotherapy may be much helped by this necessity 
of letting his whole life pass before his eyes. I may confess that 
I myself have tried the same subterfuge, without the programme 
of proceeding to group treatment, when I have found it im- 
practicable to see sufficiently often a patient who appeared to 
want to tell me all this. How much transference (the main 
therapeutic asset in all forms ofpsychothcrapy, whether acknow- 
ledged or not) comes tlie way of the absent analyst during this 
process of biography-writing and how much eludes the analytical 
situation is quite problcmaticah A further problem would, of 
course, be how much essential material may never emerge, as 
the patient obviously has a free band to indulge in whatever 
resistances and defences he pleases, consciously or unconsciously, 
in accordance with the particular bujld-up of his character and 
as an expression of tlie balance between these already-formed 
associations of thought and resistances to them. In other words, 
wc may depend upon a biography, but not upon an analysis. 

However, according to Schildcr’s group method the process 
docs not, of course, stop there. As Schildcr says, c\cry part of 
liis life history will need an interpretation in the course of further 
treatment. It U only after he has reached a preliminary orienta- 
tion that he is seen together with a group of other patients wlio 
arc in various stages of the treatmenu Tlic groups commonly 
consist of two, three or more people up to sue or seven. Often 
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they are selected on account of similarity of underlying 
mechanisms. 

One can well believe Schilder when he says that in some cases 
the resentment at being taken before others is not immediately 
overcome! Certainly one good thing about the method is that 
the patient is allowed to be a silent participant until such time 
as he feels hke talking. Further, every patient who participates 
in groups is also seen individually two or three times a week. 
The same principle of freedom of thought and speech as exists 
in the private interview is encouraged, with the result, says 
Schilder, that when one got a negative-transference group 
criticising the process or the physician and saying, for instance, 
that he is not sufficiently interested in them individually, but 
rather in the scientific problems and so on, the patients with 
positive transference felt the need to defend the analyst against 
the others. 

One of the advantages, it is held, is that the individual sees 
the fundamental identity of his problem with the problems of 
others, and that this takes him out of the isolation into which 
his neurosis has led him. The physician is not supposed to stand 
aloof, but to claim an equality* with each member of the group, 
although complete freedom of association on his part is neither 
expected nor desired. This seems to me a peculiar form of cant. 
I think similarly of Schilder’s objection to mixing the sexes in 
the group, for what he calls “obvious reasons”. Finally, even he 
admits “It is unquestionable that in many cases, perhaps even 
in the majority of cases, individual psycho-analysis may be the 
more efficient method”. 

This form of therapy reminds us of a children’s classroom 
where a frank exposure of each and every child’s character to 
one another, to the teacher and by the teacher, is the order of 
the day. Perhaps it reminds us especially of an ultra-modem 
type of school where stress is laid on free individual self-expression 
and perhaps an absence of discipline — but in Schilder’s class 
not to the extent of co-education. Evidently the order of the day 
in group therapy is that one’s instinct urges and primitive con- 
flicts as well as one s sublimations are freely revealed and dis- 
cussed. If these as one might expect for “obvious reasons” tend 
to be put into practice by the participants of the group in private, 
outside of their regular meetings, Schilder has ensured that they 
\vill be homosexual rather than heterosexual. 
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I would not Insist that this would necessarily be psycho- 
logically less desirable than masturbation in solitude. I am quite 
■willing to admit that, even on the sexual plane, group relation- 
ships or relationships d deux may have their advantages. I am 
reminded of the rather bright and very sociable little schoolboy 
of fourteen sent to me by the head master of a public school on 
a “very serious charge”. The question appeared to be whether 
to expel or not. There was nothing ^vrong witli the lad except 
his perhaps unusually healthy degree of extraversion and 
sociability. I said to him: “As you know, the other boys mastur- 
bate secretly, are not found out, and nothing happens. You 
have been trying to make it a social affair, and that the school 
will not tolerate. So I am afraid you will have to be as bad 
and secretive (and as introverted) as your less-favoured com- 
panions, until sucli times as you can make it a heterosexual 
process, as then only will society permit you sexual expression 
in anything but an introverted manner.” Of course this took a 
little explaining, but the relationship between a socialised 
activity on an instinct level and that of socialised analysis, in 
the form of group psychotherapy, is obvious, and who am I to 
say that extraversion has not advantages over introversion? 

Nevertheless Schilder’s group psychotherapy gives the im- 
pression of being the particular “bee” which has urged him to 
wntc so enthusiastic a book.'Perhaps it is always a “bee” that 
prompts us to do any energedc proselytising, be it that of forcing 
our will on others, as Francos, Mussolinis or Hillers, or of striving 
for the bloodless victories of the pen. Therefore, when you read 
Dr. Schilder do not be uncritical of his long exposition of group 
psychotherapy. There must be sometliing in it. There must be 
some tendency to obtain relief by giving and by hearing con- 
fession in groups; otherwise what explanation could there be 
for the Oxford Group Movement (Buchmanism) epidemic. 
Nevertheless experience of the analysis of neurotics show's us 
that the vast majority arc abnormally shy and sensitive people 
for whom revelations that were any deeper than harmless super- 
ficialities, before a group of “brothers and sisters”, would be 
anathema. Furthermore, I should imagine that tlic long lists of 
horrible questions Dr. Schilder proj^cs in group discussions 
would at the best mobilise strong rcsist.'wiccs in his patients, or 
worse suil might be near enough the bone to produce positi\c 
illness. They might better be listed as what one should tactfully 
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avoid in group discussion. In fairness, however, it should be said 
that Dr. Schilder stresses that the physician should bear in mind 
that these questionnaires can be understood only by the ex- 
perienced, that they are merely a guide for the physician, who 
should give them in the form which is appropriate to the patient 
and the degree of his insight. 

How patiently and kindly must the clinical psychotherapist 
wait before his patient reaches that mature stage of analysis 
when the strongly resisted subjects listed by Dr. Schilder are 
spontaneously broached by the patient, and the nucleus of his 
neurosis is reached! If, on the other hand, group relationships 
are left to find their natural level, that level will probably be 
on the conscious or subhmated plane of the ideologies. In that 
case we may find Dr. Schilder’s psychotherapy group degenerat- 
ing into the equivalent of the modern House of Commons — • 
though fortunately, in this instance, without the comparable 
power to put their unresolved conflicts into practical operation 
to the destruction of humanity. 

Adler. Another individual method is that actually called In- 
dividual Psychology and introduced under that name by its 
originator, Alfred Adler. It stresses the individual’s ambitions, 
aims, what he is striving for, and the general plan of his life towards 
that end. It stresses inf eriority feelings which it alleges are based 
upon the inferiority of some organ or aptitude or ineptitude of 
the individual. It stresses that the individual tries to deal wdth 
these inferiorities by the method of over-compensation, particularly 
in the realm of phantasy, by bolstering himself up with feelings 
of superiority, and perhaps refraining from any practical attempt 
at coping ^vith the world of reality around him. 

The will for power appears to be the driving force behind a lot 
of the activities of life. Psychotherapy aims at exposing to the 
patient where he has gone wrong, persuading him no longer to 
be^ driven by his feelings of inferiority and compensatory superi- 
orities, and mstead to subordinate him splf to the community 
spirit. In other respects there is a good deal in Adler’s system, 
which is related to the analytical way of interpreting. Extra 
stress, however, is placed upon first memories in addition to in- 
fantile situations. The whole subject is kept on a very much 
more superficial level than that of psycho-analysis, and simpli" 
fication or over-simpfification is its characteristic. 

But perhaps the most striking difference is the almost complete 



a£AP. XXVI INDIVIDUAL METHODS 345 

neglect of sexuality, in any and every form, as having any bearing 
whatsoever upon the problem. In tlie light of one’s experiences of 
the material produced under Jfree association by practically all 
patients, this may immediately cause one to suspect resistance 
symptomatology within the Adlerian system itself. The only 
“organ inferiority” that I have noted was consistently stressed, 
sooner or later, by every patient, both in free association and in 
dreams (whether such organ were symbolically represented as 
deficient hair, limbs, teeth, eyes, clothes or what-not), invariably 
turned out to be none other than a symbol or substitute for the 
sex organ, implying an obvious symbol for feelings of sexual 
inadequacy or impotence. Psycho-analysis shows, perhaps to ' 
our astonishment, that feelings of inadequacy at this level tend 
to permeate all levels of the individual’s self-expression, includ- 
ing sublimations, and are rarely adequately compensated for, 
Adler is evidently stressing the symbol — and that well removed 
from genital identification — rather than what it symbolises. 

Of what is Ikis a symptom? Adler himself told me over a cup 
of coffee at a club in London. He said: ‘T never did see eye to 
eye with Freud and his theories throughout ail the years of 
our association, and then when hepublished his DreiAbhandlungen 
ZUT Sexualtheone (in 1905) it was too much. I left himi” 

Nevertheless a rigid resistance can denote as strong a char- 
acter or personality as an intense enthusiasm, and this ardent, 
pyknic little man, with his sallow complexion, rather large head 
and face, rimless pince-nez, lively eyes, perfect self-composure 
and complete extraversion, \vas as much at home before a largd 
audience, answering tlieir questions ^vith full psychological 
freedom of superficial interpretation, as he would have been 
with a single patient in his consulting-room. However limited 
^vere his theories and his total absence of such insight as is 
perhaps only vouchsafed to the introvert, he was a living, albeit 
innocent, example of the fact that psychotherapy depends on 
transference, for his success with audiences was clearly depend- 
ent upon his powerful, sympathetic personality and lus faculty 
for gaining immediate transference from large and small audi- 
ences alike — facilitated no doubt by Uic fact that he had one 
very important attribute in common with the unanalj-scd: rc- 
pr<ssion of sexuality and hatred of the '^SexuaUheorid*. 

Jung: The Analytical Psychologf of Jung U also difficult to 
describe adequately in tlic small space at our disposal. Perhaps 
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his first move in the direction of dissociation from Freud con- 
sisted in his “de-sexualising” of the libido by the simple method 
of saying that all life’s urges were libido, and suggesting the use 
of the term “life-urge” as synonymous with it. In fact, it was 
when on his American tour that he wrote to Freud exhilarated 
that he had found, as he said, a method of making psycho- 
analysis acceptable even to American audiences, apparently by 
this simple device. Freud’s reply was not encouraging. It was 
to the effect that any popularity gained at the expense of truth 
did not seem to him commendable. However that may be, 
Jung moved rather in the direction of popular psychology than 
in that of F reud’s psycho-analytical progress. It brought him 
into what I feel is a wilderness of folklore and mythology ever 
moving further and further from the fundamentally simple, 
primitive instincts. Apparently this is the natural direction of 
hbidinal development or evolution, otherwise how should mytho- 
logy and folklore have come into being during the course of 
evolution? But it does not seem to me to be the direction of an 
investigation into the basic cause or roots of more complicated 
structures, whether symptoms or sublimations, which arise and 
whose origin analytical science would wish to investigate. On 
a mental plane, though of course not on a physical, the popular 
(Section of thought is “sex-fugel”, and the Jungian direction is 
similarly sex-fugel”, and they are therefore in rapport with each 
other, they may shake hands on it and together understand more 
and more of the symboHc presentation of the meaning of life, its 
myths, legends and ideologies, even to the concept of the creative 
force of the unconscious, but at the same time they are rising 
urther and further from an appreciation of the fundamentals, 
t required a movement in the opposite direction, towards sex 
rather than away from it, a movement initiated, not by popular 
or mdividual preference, but solely and simply by the clinical 
rnaterial produced in the course of analytical inv estigation 
t rough free association of thought and dream associations by 
patients themselves. It was through this investigation that the 
smple and primitive source of symptoms and sublimations and 
e re ationship of cause to effect was understood as clearly as 
t e re ationship of physical life to its original oosperm. 

Jung s over-explauung and elaborating elaborations are re- 
miniscent of the paraphernalia of culture which heaps more and 
more gratifying complications to hide the comparative simplicity 
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of the original animal within. Nevertheless there is no denying 
that there is much not only of interest but of good and useful 
value in these synthetic products, and in some of the abstrac- 
tions and groupings of them. For instance, Jung’s doctnne of 
extraversion and introversion has come to stay, and I think has 
some value in all psychiatric and psychological work. His arched 
types, though unclassified, help to sKow the relationship or 
primitive cultural forms to one another and to their modern 
equivalents. The collective unconscious is, I think, also an interest- 
ing conception and natural deduction. The concept of the 
creative force of the unconscious may be a useful reminder that re- 
ductive analysis shows us only the more and more primitive 
phases, and causes us to ignore the possible directions of progress 
and evolution. But I doubt whether it has much practical u^ihty 
apart from this. The word-association test is like building a cluld’s 
game with analytical toys, and in spite of some populanty and 
some expenmcntal value is quite useless as a weapon in the 
analytical armoury. 

Another of his concepts worthy of mention is that of the 
‘‘persona*’ signifying the face-mask or personality that one pre- 
sents for social purposes whilst at the same time one is hiding, 
largely from oneself also, those opposite tendencies ivhich Nvould 
not be socially acceptable in one. This phenomenon is speci- 
fically stressed in the concurrent display or expression of those 
psychological tendencies which correspond to one’s physical 
form as male or female, with a corresponding repression of those 
psycholo^cal tendencies which if exposed might brand one 
as homosexual and therefore be out of keeping with the 
“persona”. Thus it would seem that males are going about 
presenting masculinity and hiding femaje tendencies (“anima”) 
and women are going about displaying feminine personality, 
their “persona”, whilst they arc hiding their psychological 
masculinity {“animus”). A fc^v psychotherapists have con- 
structed a whole system of theory and treatment based upon 
this somewhat incomplete conception. But of all the concepts 
and terms invented by Jung that or**complex" is easily the most 
important both in his system and in that of ps>cho-anal)si$, 
which has permanently adopted it. 

There is one respect, and an important one, in uhich Jupg’s 
s>stcm deserves adverse cntidsm, that is tliat it helps patient 
and anal>st alike to accompany each other in a continual llight 
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away from the fundamental meaning and origin of the illness, 
substituting on the way rather pleasing, artistic creations in lieu 
of a proper appreciation of reality — and reality cannot be 
escaped indefinitely, unless it be by an ultimate flight into 
psychosis and death. Unless an artist, however artistic, has at 
least some adequate appreciation of reality he will die of poverty, 
inanition or tuberculosis; and his artistic mode of escape from 
unwelcome reahties will be brought to a full stop by those same 
unwelcome reahties. 



CHAPTER XXVII 

PSYCHOLOGICAL METHODS OF TREAT- 
MENT: PSYCHO-ANALYSIS (GENERAL 

PRINCIPLES OF TECHNIQUE) 

We now come to the more serious and eonstrucdve aspect of 
this work. We have passed in review a succession of psychologic 
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but by some factor which eluded our observation. This factor is 
always an emotional one and consists invariably of emotional 
transference relationship, however undetected by both parties, 
between the patient and the physician. Psycho-analysis may 
show that in some instances it consists of nothing else than an 
unconscious introjection of a good figure with consequent gain 
in super-ego strength, emotional direction, feelings of security 
and confidence. It is as though the sufferer had introjected some 
supporting potency, as the child does from its parents — ^in lieu 
of his own deficiency. 

In short, whatever psychological treatment is to be successful 
it must be relevant to the aetiology of the illness. The systems of 
psychological treatment which we have reviewed are more or 
less insistent in tracing, to some degree and to some depth, the 
early roots of the illness, and recognise that its present form is 
merely the latest eruption from these deeper levels. They have 
one and all borrowed something — some of them almost every- 
thing ^from Freud’s discoveries of psycho-analysis. But they 
have mostly not been one hundred per cent, convinced, and have 
tried to combine psycho-analytical discovery with an admixture 
of the more superficial points of view that would lead them to 
tackle symptoms from their surface levels. In other words, they 
have watered down the “incredible” revelation of psycho- 
analysis either with subjective incredulities or with what some 
would call the more acceptable inclusion of common sense. I 
wonder what the physicist would say if the common-sense 
merchant tried to apply the conclusions of his everyday experi- 
ence to the revelations of such discoveries as led to the atomic 
and electron theories and to relativity. The position of psycho- 
therapy as a whole, if by that term we may embrace all forms 
o Its applicatioik and all theoretical systems, is in some such 
muddle^ as results from the admixture of scientific learning, 
superficial observation and subjective approaches. It is, I think, 
clear to us that so far, in spite of all the attempts of extra- 
. analytical psychologists, Freud’s psycho-analysis remains the 
deepest and most scientific of all the systems. 

It is not easy to define its special characteristics, nor to 
describe its technique and theory in detail, but the attempt will 
be made in this order. 

All analytical methods deal specially with the unconscious mind, 
but, if we would define the special characteristic of psycho- 
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analysis in particular in one word, it may be best to say that it 
is a method which deals s^tematically with resistance. A few 
definitions will be necessary to explain even this simple concept. 
Having discovered that patients’ symptoms, the things of which 
they complain are incomprehensible to them, that they do not 
know why they suffer from this or that disability or compulsion, 
that they are in short unconscious of the source of these phenomena, 
just as unconscious as they are of the source of their dream 
material, Freud postulated the theory of the unconscious mind. 
There are, of course, many other evidences to justify this con- 
ception, such for instance as post-hypnotic phenomena, and 
indeed practically everything that emerges from amnesia during 
a course of psycho-analysis. Freud discovered not only that the 
source of aU psychoneurotic symptoms lay in this unconscious 
mind, but he also discovered the prince of certain phenomena 
which prevented him from reaching these sources, which seemed 
to prevent the patient from being, or from becoming, conscious 
of them. Further attempts to reach these sources, the mainspring 
of the symptoms, were met by a great deal of opposition on tlie 
part of the patient. In spite of the patient having the best will in 
the world to be helpful, this opposition nevertheless appeared 
to operate. Occasionally conscious opposidon came into the 
picture, but tliat was not so interesting as the evident fact that 
the principal opposidon was largely unconscious. These obstacles 
to the progress of analydcal discovery Freud termed “resist- 
ances” and the general phenomenon of this opposidon was 
termed “resistance”. It is the business of psycho-analysis to deal 
with resistance and to remove it, for only by this means can the 
source of the neurosis be revealed. 

In the course of this struggle witlx resistance another curious 
phenomenon came to light, and tliat was that instead of the 
padent through his free association of thought continuing to 
reveal more and more of the origins of his symptoms and the 
conflicts from wliich tlicy arose, together with the childhood 
memories connected with their chronological development, he 
developed instead a certain contentment to be in the analyst’s 
presence, or a complex state ofemodons, posidvc and negative, 
in rcladon to the analyst, and his mental energy simply ceased 
to flow into the deeper memories ofhU past. He was concerned 
less and less with that, and more and more with the present, 
most pardcularly with die present moment of Ids session in die 
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analytical room with the analyst. Thus the process of analysis 
had come to a curious and unexpected end. Freud’s genius soon 
discovered the meaning of this extraordinary phenomenon. It 
was that the patient was actually re-living his past emotional life 
of an early age, indeed of infancy, just as he had lived and ex- 
perienced it with his parents or their surrogates. He was living 
it with the analyst according to the identical emotional pattern, 
and was unaware that he was doing this, unaware of the explana- 
tion of this phenomenon, or indeed that there was anything to 
be explained. 

As “resistance” has been defined as everything which inter- 
feres with the smooth progress of analysis, this surely was resist- 
ance indeed. In psycho-analysis it is known as the phenomenon 
of the transference. Thus it was discovered that though the business 
of analysis was that of dealing specifically with resistances and 
attempting to remove them, the magnitude, strength and diffi- 
CTilties connected with this special instance of resistance, namely 
the transference, was so great and so difficult to remove, that the 
distinctive feature of psycho-analysis became not so much the 
removal of resistances in general, but the struggle with this 
special form of resistance and the technique of dealing with it. 
Naturally this proved to be no idle occupation, for not only 
were the phenomena of the transference shown to be nothing 
more or less than a re-living of the infantile emotional patterns 
which lay at the root of the neurosis, but the interpretation 
and resolution of them yielded immediate fruit in the form of 
bringing back to the patient’s memory forgotten incidents, 
objective and subjective, belonging to Ae period of infantile 
amnesia — that early period of life which there is otherwise no 
possibility of recalling in any detail. Moreover, it was shown that 
it is during this very period of life that the principal emotional 
struggle of every individual’s history takes place — a struggle 
which makes or mars him not only for his social relationships 
thereafter, but for his intra-psychic emotional balance and well- 
being. This principal struggle was shown by analysis to have to 
do -with the child’s relationship to parents, or parent surrogates, 
the frustrations which arose to his omnipotent libidinal wishes, 
the mixture of hate as well as love which was thereby stimulated 
\vithin him, the fears engendered on account of his sexual and 
aggressive desires, and in general an impossible state of conflict 
which he finally “dealt wth” by the method of repression, 
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thereby largely abandoning, or rather repressing the primitive 
form of his Ubidinal life. This coiBtellation of desires and fears, 
loves and hates, when repressed is known in psycho-analytical 
terminology as the ‘’Oedipus Compleid . 

One of the theories of psycho-analysis is that every neurosis 
has its nucleus within the Oedipus complex (though it may have 
threads tunning back to even earlier fixation points) and that 
any form' of psychotherapy which fails to reveal and resolve the 
Oedipus complex fails to reach the essential source of the illness 
and therefore at best can achieve only partial and temporary 


alleviation. . . , . . x i, n 

At the same time psycho-analysis, being the system above all 
others which deals with the phenomenon of resistance, especi- 
ally with the phenomenon of the transference, and perhaps 
being the mly system which deals adequately with this latter 
nhenomcnon, is held to be the only method which can hope 
to reach and remedy the nucleus of any psychoneurosis. 

Technique: It has elaborated a very precise and rather ngid 
technique for the purpose of achieving its ends, and it is now 
time that I tried to describe this technique m some htUe detail. 
First it may be said that I can hope only to describe it. not to 
teach any reader how to use it, for the technique of psycho- 
analysis can only be learnt by an adequate personal analysis. 
The reason for thU may become clear later, but one may say 
at this point that it is due to complexes and resistances, and 
tendencies to counter transference, in the analyst himself which 
will make it impossible for him to put this technique into suc- 
cessful practice unless he has first been subjected to it oad ailained 
msicht mla his own resistances and unconscious tendencies. The resist- 
ance or bandage that covers the eyes of the mind and prevents 
it from seeing into its own unconscious, must be removed before 
it can sec clearly into the unconscious mind of other resistant or 
“blind" people. Otherwise the situaUon will be a case of the 
blind leading Uic blind. The following is therefore merely a 
deseription of teehnique and not an instruction for pracUcal 

^’’The^present posiUon might be best understood in its proper 
Dcrspccavc by a chronological review of its past and present 
development, but space will not allow me to devote more Ilian 

a few words to this. „ , . , n . . ■ 

In ills pre-aiialjtical da>s Freud, with Breuer, investigated 
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analytical room with the analyst. Thus the process of analysis 
had come to a curious and unexpected end. Freud’s genius soon 
discovered the meaning of this extraordinary phenomenon. It 
was that the patient was actually re-living his past emotional life 
of an early age, indeed of infancy, just as he had lived and ex- 
perienced it with his parents or their surrogates. He was hving 
it with the analyst according to the identical emotional pattern, 
and was unaware that he was doing this, unaware of the explana- 
tion of this phenomenon, or indeed that there was anything to 
be explained. 

As “resistance” has been defined as everything which inter- 
feres with the smooth progress of analysis, this surely was resist- 
ance indeed. In psycho-analysis it is known as the phenomenon 
of the transference. Thus it was discovered that though the business 
of analysis was that of deahng specifically with resistances and 
attempting to remove them, the magnitude, strength and diffi- 
culties connected with this special instance of resistance, namely 
the transference, was so great and so difficult to remove, that the 
distinctive feature of psycho-analysis became not so much the 
removal of resistances in general, but the struggle with this 
special form of resistance and the technique of dealing with it. 
Naturally this proved to be no idle occupation, for not only 
were the phenomena of the transference shown to be nothing 
more or less than a re-Hving of the infantile emotional patterns 
which lay at the root of the neurosis, but the interpretation 
and resolution of them yielded immediate fruit in the form of 
bringing back to the patient’s memory forgotten incidents, 
objective and subjective, belonging to the period of infantile 
amnesia that early period of life which there is otherwise no 
possibility of recalling in any detail. Moreover, it was shown that 
it is during this very period of life that the principal emotional 
struggle of every individual’s history takes place — a struggle 
which makes or mars him not only for his social relationships 
thereafter, but for his intra-psychic emotional balance and well- 
being. This principal struggle was shown by analysis to have to 
do with the child s relationship to parents, or parent surrogates, 
the frustrations which arose to his omnipotent libidinal wishes, 
the mixture of hate as well as love which was thereby stimulated 
within him, the fears engendered on account of his sexual and 
^ggi'^ssive desires, and in general an impossible state of conflict 
which he finally “dealt with” by the method of repression, 
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thereby largely abandoning, or rather repressing the primitive 
form of his hbidinal hfe. This constellation of desires and fears, 
loves and hates, when repressed is known in psycho-analytical 
terminology as the ‘^Oedipus Campleid . 

One of the theories of psycho-analysis is that every neurosis 
has its nucleus within the Oedipus complex (though it may have 
threads running back to even earlier exation points) and that 
any form" of psychotherapy which fails to reveal and resolve the 
Oedipus complex fails to reach the essential source of the illness 
and therefore at best can achieve only partial and temporary 


At the same time psycho-analysis, being the system above all 
others which deals with the phenomenon of resistance, especi- 
ally with the phenomenon of the transference, and perhaps 
being the only system wliich deals adeqnaUly witli this latter 
phenomenon, is held to he the only method which can hope 
fo reach and remedy the nucleus of any psychoneurosis. 

Technmr. It has elaborated a very precise and rather rigid 
technique for the purpose of achieving its ends, and it is now 
time that I tried to describe this techmquc m some little detail. 
First it may be said that I can hope only to describe it, not to 
teach any reader how to use it, for the technique of psycho- 
analysis can only be learnt by an adequate personal analysis. 
The reason for this may become clear later, but one may say 
at this point diat it is due to complexes and resistances, and 
tendencies to counter transference, in the analyst himself which 
will make it impossible for him to put this technique into suc- 
cessful pracUcc unless he has first been subjected to it and obtained 
insieht mlo his own resistances and nnconsetous tendencies. The resist- 
ance or bandage that covers the eyes of the mind and prevents 
it from seebig into its oivn unconscious, must be removed before 
it can sec clearly into tlie unconsaous mind of other resistant or 
“blind” people. Othcnvisc the sitmation will be a case of the 
blind leading die blind. The following is therefore merely a 
description of technique and not an instrucUon for pracucal 

°*Thc^prKcnt position might be best understood in its proper 
Dcispccdve by a chronological review of its past and present 
dcselopmcnt, but space mil not allow me to dcsotc more than 
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some cases of hysteria through the use of hypnosis, but soon 
found disadvantages in the hypnotic method, one being that 
relatively few patients were hypnotisable. Particularly, he dis- 
covered that the resistances (to remove which hypnotism had 
been utilised) — ^resistances to memories of traumatic events 
which had precipitated, if not caused, the neurosis — ^he dis- 
covered that these resistances could be removed by an alter- 
native process without invoking the aid of hypnosis. This process 
was the very simple one of encouraging the patient to do free 
association of thought. Thereupon Freud found he could observe 
the points at which resistance arose and immediately obtain 
some insight, not necessarily into the causes of the illness, but 
into the natmre and causes of the resistance. This frequendy 
enabled him to remove the immediate resistance, whereupon the 
association of thought would continue, finally leading to consider- 
able insight not only into the imconscious resistance, but into 
the natmre of the unconscious material that was being resisted. 

It was only natural that the analyst would reveal to the 
patient what he had himself seen. This was an early psycho- 
analytical method of active interpretation. Unfortunately, however 
correct and accurate these interpretations of unconscious and 
resisted material were, this method of procedure did not usually 
lead to the desired therapeutic result, and therefore psycho- 
analysis now regards it merely as an adjunct in a wider plan. 
Some systems of analytical treatment still place this primitive 
method, abandoned by psycho-analysis over forty years ago, in 
the forefront of their technique. Perhaps all psychotherapists, 
including psycho-analysts, use it on occasions in special cases. 
I myself have done so and have usually found that the more 
correct and accurate the interpretation of strongly resisted 
material at a pre-transference stage, the worse the result. Unless 
the patient has reached a sufficiently advanced stage of trans- 
ference analysis, and unless the resistances related to his un- 
conscious material have been sufficiently weakened, the more 
its revelation by interpretation tends to act as a shock, and, far 
from producing therapeutic benefit, merely stimulates his resist- 
ances to redoubled efforts. Moreover, he might ally all the 
strength of his ego with these resistances, previously and still 
largely unconscious, denying not only the truth of the revelation, 
but also denying the analysis and the analyst with it. I have seen 
a sample of this situation in a domestic circle where the wife. 
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aspiring to become an analyst, used her new knowledge to 
castigate her husband with sadistic interpretations. 

Having presumably recognised the disadvantages of the first 
ready-to-hand method, the second step in the development of 
psycho-analytical technique was, instead of active interpreta- 
tion, to aUow or to encourage the patient to make his own 
interpretations as the time became ripe. It was a more tactful 
and from the patient’s point of view, a far more natural method. 
It had considerably less traumatic effect upon him; but again, 
curiously enough, although it might effect improvement and 
not interfere unduly with transference development, by itself it 
did not lead either to a complete jmalysis or to a complete cure. 
It is still of course utilised within the general scheme of the 
modem psycho-analytical system, but I would emphasise essen- 
tiaUy milhin that scheme, and not as an independent system or 
technique of its own. Like die method of active interpretation, 
this later gentler method is also placed in the forefront of their 
techniaue by some schools of psychotherapy which do not aspire, 
as does psycho-analysis, to a complete interpretation and resolu- 
tion of the transference situation. ^ ^ 

The reason psycho-analysis docs not place mterpretauon in 
the foreground is because it is aiming at a more long-sighted 
ooliev. However clear the pathology of a case may be. it is not 
psvcho-analysis to offer psychopathological cxplanauons to the 
natient during the early interviews. It merely tends to rob him 
of necessary modes of relief (under which term we may include 
symptoms) wliile offering him nothing m place of them. But 
more serious than this; in so far as dicse interpretauons are 
offered in spite of resistances, this process would certainly tend 
to interfere with a smooth development of transference relation- 
shin to the analyst. No child wU learn to cling to his mother if a 
little pm is stuck in him every Umc. Nevertheless, resistances 
commonly have to be interpreted wherever they hold up 
analvdeal progress. Tim may seem to be a subde disuncuon, 
but L not so difficult for the analyst if his own sadisuc tendencies 

have previously been made consciom to him. 

We may decide upon other methods than ps)clto-anal>sis, 
mcdiods more appropriate to the external circumstances of the 
case if not more appropriate to die psychopathological nature 
of the neurosis. It is not every padent who can attend fisc or 
six times a week for a more or less indefinite period. But what- 
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ever method we may decide upon, it is as well to have been 
analysed ourselves, for otherwise who knows (certainly we do 
not) what particular unanalysed unconscious urges of our own 
id, super-ego or ego we are, all unknowingly, gratifying at the 
expense of the patient. Whatever approximation to a fiill psycho- 
analysis we may choose, it is as well for us to know its technique 
as initiated and developed by Freud and his school, and the 
latest developments which this technique has reached. 

Its chief characteristic and essential principle has been defined 
as that of a strategic technique mainly directed throughout to trans- 
ference development and to transference analysis. Techniques which 
fall short of aiming at a full development and a full insight into, 
and interpretations of, transference may certainly have their 
uses, but they are not psycho-analysis. Psycho-analysts hold that 
nevertheless the beneficial effects of any of these other methods 
are also due to transference, and the essential difference between 
them and it is that, whereas other forms of psychotherapy more 
or less blindly use the transference to attain their end — ameliora- 
tion of the patient — psycho-analysis is the only method which is 
not satisfied to leave any portion of the transference free from 
investigation, interpretation and dissolution. This, no doubt, is 
an important claim if we can believe that any technique, even 
that of psycho-analysis, succeeds completely in such an ambi- 
tious programme. Psycho-analysts will admit that a condition of 
positive transference, although quite blind and unanalysed, often 
has the effect of alleviating, if not causing the complete dis- 
appearance of, practically all the patient’s symptoms. Never- 
theless they say that methods of amehoration, or so-called cure, 
other than^ those of psycho-analysis are not worthy of being 
ca e a science, as they leave their main instrument and its 
operation undetected. They are therefore not essentially differ- 
ent rom ^e psychotherapy of the general practitioner or family 
doctor whose patients love him because he is a kind-hearted 
man, and clever, and always feel better for having spent five 
mnutes in his company and for taking his medicine, whatever 
It may be, three times a day until the next visit. 

THE TECHNIQUE OF PSYCHO-ANALYSIS: GENERAL 
PRINCIPLES OF TECHNIQUE 

I shaU nmv outiine the general principles of psycho-analytical 
techmque before passing on to describe their actual application 
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during the course of analysis. To my mind the general principle 
that requires emphasis above all others, principally on account 
of the unanalysed being quite unable to appreciate its absolute 
necessity, is the principle of utter and complete and sustained 
passimty. This is as important a rule for the analyst as free associa- 
tion of thought is for the patient. The attitude and behaviour 
of the analyst is always passive. The degree of its passivity and 
its absolute necessity wUl never be sufficiently appreciated by 
anyone who has not himself been analysed. To begin with he 
wUl probably find silence intolerable, perhaps as intolerable as 
the patfent may be finding it, and instead of being mtellectuaUy 
preoccupied with the thoughts of what the patient is feeling, 
why he is sUent. and considering possible unconscious phantasies 
and resistance to them, in short the conflict which is holding 
UP the patient’s free association of thought and causing his 
silence instead of thinking of these things he will instead be 
subiect to a compulsion comingfrom within hU own unconscious 
to relieve his own tension or anxiety by breaking the silence at 
all costs The result wiU be a typical analytical opportunity 
missed, and. however relevant his remarks may be to the con- 
scious situadon. they wdl most certaiffiy be irrelevant to the 
unconscious situadon, the exposure of which is die essential 
analydeal process. In other words, he will not be doing analysis 
afall and perhaps circumvendng the possibihty of it ever being 
done’ at least by him. Unless the analyst is himself free from 
anxiety or at least has full insight into diis anxiety of his, he 

will be quite incapable ofeven beginning an analysis. 

Furthermore, whatever the pauent says to him, unless he is 
capable of discounting and completely concealing Ins own 
tcn^dcncies to cmodonal rcacdon even to the mildest thought 
or idea he trill increase rather than remove the patient s resist- 
ances and at the very best disfigure die picture of the paUent’s 
cmodonal patterns, for which, especially m the form of the trans- 
ference it is his business .to provide a clean slate for their 
unadulterated uanscription. Therefore it goes without saying 
that Uicrc must never be any cmodonal display on his part, 
csoccially must he not react in the slightest particular to tlic 
emergence of any negadve tramferencc. such for instance as 
criticism or a home truth, ventured by the patient. But far mote 
than this is required of him. He must, so far as possible, reveal 
nothing of himscir, neither ofliU reaUty life, family, etc., habits. 
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nor of his mental life. No opinion must be ventilated, no theories 
must be propounded, least of all those of psycho-analysis, and 
furthermore there must never be the slightest hint of self- 
assertiveness or of dogmatism on his part. 

He must know exactly what his function is and stick resolutely 
to that function and to that alone. Throughout the first stage of 
the analysis at least, he has one function and one only to per- 
form, and that is to keep the patient’s free associations of thought 
working. Therefore, so long as they work, so long as the patient 
is going ahead with free association of thought and not showing 
any undue or protracted resistance — and, incidentally, such re- 
sistances may be full of words as well as silence — so long as free 
association of thought goes on and analytical progress continues, 
the analyst does and says absolutely nothing, even for weeks or 
months. I said so long as the associations work and progress 
goes on. In most cases free association of thought does not work 
unimpeded for very long. Resistances, verbal, silent or other- 
wise, will soon manifest themselves, and the analyst’s assistance 
will be required. 

Resistance or defence-resistance may be defined as anything 
that interferes with the patient’s expression of free association 
of th(5ught and with the progress of analysis. How the analyst 
deals with it I shall endeavour to describe when we come to 
consider the first stage of analysis, and especially in Chapter 
XXX under the heading of “Defence-Resistance” (p. 387)* 

The second general principle of outstanding importance is the 
rule o^free association of thought. It may be necessary to explain 
this at the outset; indeed, some analysts make a rule of spending 
several minutes at the beginning of the first session in describing 
to the patient exactly what is meant by free association of 
thought. They then sit back and watch the patient struggling 
to avoid it ! Personally, I prefer to offer no explanation so long 
as the patient talks freely. The longer I can defer explaining the 
nile the better pleased I am. A patient often freely associates 
with less anxiety if he does not know that he is freely associating. 
It is less anxiety-provoking to allow the situation to assume a 
natural course, provided this is leading us somewhere. Sooner 
or later, however, doubt may creep into the patient’s mind. 
Even the most voluble patient may pull himself together and 
ask for instructions. If he should do so, provided the situation is 
favourable to analytical progress, I am still inclined to put him 
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offby some such superficial reassurance as “Just go on talking”, 
“Just tell me the trouble”, “You are doing all right”. If he is 
not satisfied I go a step further and suggest that he tells me 
whatever comes into his mind. 

Eventually, however, it will be necessary to tell him the rule, 
practically the only positive rule of psycho-analysis for the 
patient. That is: to say whatever comes into his mind irrespective 
of emotional or other valuation. In some cases, however, ex- 
planation may be necessary. In that case I may say to him, 
“Just relax your body, don’t worry to think of anything to say 
to me. Let your mind be a blank if you like, and when you find 
it dwelling upon any matter, when you become conscious of any 
thought or any feeling, just put it into words so that I may know 
what you are thinking and what you are feeling. That is all.” 
Occasionally it becomes necessary to enter into further explana- 
tion. For instance, one might have to explain to a patient that 
in ordinary conversation we direct our thoughts to a definite 
goal and censor irrelevant material, whereas in free association 
this is just what we are asked not to do. Wc should say any 
thought that comes even if it seems irrelevant or absurd or 
distasteful. 

In spite of arguments with colleagues, I sull feel that it is 
better to say as little as possible even along the above lines to a 
patient at one of his earliest sessions. He is apt to grab hold of 
some little word, such as the word “distasteful” and think he is 
under an obligation to select distasteful things and tell you. This 
may cause him a good deal of unnecessary discomfort, for at a 
later stage Uiesc things ^vill all emerge naturally wthout his 
having voluntarily to challenge his own resistances. 

Also it is fairly safe to say that, once this fundamental rule of 
free association of thought has been propounded by tlic an.ilyst 
and consciously accepted by the patient, a large part of the 
analyst’s \sork will consist in noting the patient’s attempts to 
circumvent it, of puzzling as to how long he shall permit such 
circumvention, considering as to when the time is ripe to call 
attention to it, and so on: for, throughout the whole process of 
analysis the analyst has before his mind the main purpose of the 
process, which is not merely that of symptom-analysis or tracing 
the symptoms back to their earlier or earliest stage, but simply 
.md solely dealing with resistances as they arise in order to let 
tlic patient continue free associtition of thought which b a 
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natural process of uncovering the repressed or resisted material 
and thereby, and — this is the main point — ^pursuing his strategic 
technique for the development of transference and subsequently 
for its analysis. 

Other general principles which experience has found advis- 
able are that there should be daily sessions of fifty minutes each with 
a minimum of five sessions a week. Most psycho-analysts insist that 
any form of psychotherapy which begins \vdth less than five 
sessions a week is not psycho-analysis. According to them it 
may be one of two other things — ^incomplete or superficial 
analysis, or interminable analysis. The point is that the trans- 
ference situation will develop much more slowly. Transference 
elements may accumulate dining the intervals, and, particularly 
in so far as they are of a negative nature, remain inadequately 
expressed, with the result that they may find expression in 
action instead of in analysis — ^such action, for instance, as good 
reasons for concluding treatment, either on the illusion that it is 
making no progress or that progress is complete. In trying to 
explain to a patient the necessity for daily sessions at the begin- 
ning of an ambitious programme of deep analysis, I draw the 
analogy of reading a book and suggest to him that if he limited 
his reading to, say, one hour a week it is quite likely that in the 
interim period he would have lost the thread so completely that 
his interest would fade and he would forget to continue. Never- 
theless in my experience I must admit that I have had patients 
■who have done better, and made more progress on true analytical 
lines, on three sessions a week than some others have made on 
six. 

The fourth principle is that of the recumbent position. With some 
patients it may be difficult to begin this early unless it is ex- 
plained at the end of the first interview and adopted at the 
second. The object is to obtain complete repose for the patient 
both physically and mentally, and I may add at the same time 
to obtain sufficient necessary relaxation of the mind for the 
analyst, so that he has not all the time to be on guard against 
his faci^ expression revealing any affect, such as increase or 
diminution of interest; for, however weU analysed he may be, 
the situation of having to look somebody in the eye for a suc- 
cession of eight hours a day may detract from his ability to 
devote his whole mental concentration to the unconscious mean- 
ing of what the patient is saying, or not saying. At the same 
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time, general physical relaxation for the patient favours mental 
relaition. The analyst sits where he can observe without being 
observed, where he can analyse without having to be on the 
defensive against the patient occupying his entire session in 
attempts to analyse him. 

This is as far as I go in the application to the patient of the 
general principles of psycho-analysis. I think further interfer-. 
ences with the patient’s freedom, such as not allowing him to 
smoke, are unnecessary, at least in the early stages, as the affect 
aroused by such an order may be more Injurious to transference 
progress than the immediate relief of gratifying his habit. If a 
patient who is not ordinarily a smoker asks if he may smoke, I 
always say he may if at the same time he recognises that it is 
preferable that his feelings should obtain their expression through 
the analysis than for them to be temporarily soothed. At the 
same time, if smoking, like any other habit such as scratching 
or adgeting, should be detracting from analytical progress, one 
naturally calls attention to the fact. It is then someUmes very 
revealing to suggest to the patient that he first deliberately 
stops the habit and,’ while resisting the impulse to do it, does 
free association of thought to the resulUng tension. Commonly 
he will find that the association of thought is to early habits of 
fiddling with his body, specifically to infantile masturbation, 
and to tht tensions he was relieving thereby and to them relation- 
ship with his current state of tension. 

Now the passivity of the analyst and the acccpUmce of the 
fundamental rule of free associaUon of thought by the patient 
initiate a situation in which we can observe the interplay of 
opposing psychological forces. On the one hand it is natural, 
when all physical or muscular forms of expression arc denied 
and verbal expression encouraged, for libidinal tensions to tend 
to relieve themselves in tlic form of speech. The analyst is watch- 
ing this process and at die same Ume he is watching the opera- 
tions of an array of opposing forces (resistances) at all levels. At 
the early stages of analysis perhaps the most conspicuous of 
these may be operating through the ego. The force which tends 
to free association of thought is "libido". It is a drive regarded 
as cmanaUiig from the id. The second, or opposing force, is 
w hat psy clio-aiialysis is mainly concerned with and is technically 
urmed “dcfcncc-rcsistancc”. 
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It is important to recognise that difficulties that arise in the 
course of an analysis are not all defence-resistance, for this is 
only one side of the picture — the patient’s side. The difficulties 
that arise may be divided first of all into (i) those inherent in 
the analyst and (2) those inherent in the patient (analysand). 
Some of the latter I shall mention under the various stages of 
analysis. Those inherent in the analyst are more important but 
are more difficult to explain firom this angle. It would be a little 
easier to describe them after the difficulties inherent in the 
patient have been surveyed, as essentially they will be the same 
difficulties. The analyst should himself have been an analysand 
at one time and his difficulties should have been dealt ■with in 
the same way as he is now proposing to deal •\\dth those of the 
patient. Nevertheless it is more than likely that under the 
analytical situation a certain reactivation of them may tend to 
arise, and he will, throughout the process of conducting an 
analysis, have to recognise the difficiilties which his own mind 
is presentiag and so retarding his ability to deal perfectly tvith 
the patient’s difficulties. He will fail to recognise material in bis 
patient which eluded him in his o%vn analysis. He may even 
imconsciously aid and abet his patient to keep important affects 
firom emerging. 

Further, if he has been analysed it is likely that he has 
developed a considerable psychological sense. This %snll enable 
him to recognise behind every single expression or activity of his 
patient — or for that matter of any person abnormal or normal, 
inside or outside the analytical room — the operation of un- 
conscious motives. That is to say, the presence of motives of 
which the actor is unaware. These motives are often revealed 
as much in the most rational-seeming activities as in the most 
unconscious accidents, slips or mistakes. For instance, if a man 
finds his \vife suitable or unsuitable may be due as much or 
more to unconscious complexes within himself as to the fact of 
her being a good or a bad wife. Whatever attitudes he may adopt 
to persons or things or to himself, there are in any case un- 
conscious forces at work ■within him that cause him to adopt 
the attitude he does adopt. All this simply amoimts to saying 
that the analyst must have learnt that the scientific canon of 
cause and eSect is just as certainly operative in mental pheno- 
mena, however subjective, as it is in physical phenomena. 
Though this may be more transparently clear in the case of 
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psychoneurotic illness with its symptom-formahon, it is just as 
certainly true of esery fesli“g. thought, judgment and action. 
The analytical process is directed to the person’s mind as a 
whole and may utilise the phenomena of symptoms only in so 
far as these assist in the general process of removing resistance 
and revealing the unconscious source, no les of the patient’s 
attitude and behaviour than of his symptom-formations. 
Psycho-analysis shows that thee are inseparable parts of one 

integral whole. ..... 

Although all the analyst’s real difficulhe reside in his own 
unconscious mechanisms, the most serious form in which thee 
are likely to expres tliemselve is in the form of what is called 
counter-resistance and counter-transference. It is a good rule 
for incompletely analysed therapists to refuse to treat a patient 
whom they have a tendency either to dislike or to react to 
rather emoUonaUy in any way. Othenvisc the unconscious opera- 
tion of the analyst’s counter-resistance or counter-transference 
IS liable to cause a complete deadlock at some stage or other of 
the process whether his counter-affects obtain expression or 
remain rigidly repressed. The id is a wild animal and you can- 
not tame or educate a mid animal by entermg the dog fight 
With It. nor by being so preoccupied in muzzling your own 
“dog” that you are not free to deal appropriately with the other. 
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THE INSTRUMENT OF PSYCHO-ANALYSIS: 
TEGHNIQ^UE [contd.) 

We have dealt with general principles and mentioned some of 
the chief difficulties, and must now turn to a description of the 
process and progress of analysis from the point of view of con- 
secutive stages in the application of technique. 

Analysis is essentially a dynamic process which progresses 
steadily or jerkily throughout its course. The analyst must be 
alive to the sense of movement within it. What may appear to 
be arrests of movement are really accumulations of undis- 
charged affect. These may burst forth periodically, to the sur- 
prise of the unwary analyst. Nevertheless, in spite of analysis 
being really a continuous process, it is helpful for descriptive 
purposes to divide it into theoretical stages. Although a certain 
amount of overlapping is inevitable it will help to clarify the 
technique if we discuss it under various headings. 

First of all the interview. Unless we are purely and simply 
psycho-analysts and are in a position to refuse to see any patients 
who have not previously agreed with their doctor to undergo a 
course of psycho-analysis proper, we are at the disadvantage at 
a first interview of not knowing whether this will be a case we 
should subject to deep analysis or whether some temporary or 
extemporaneous help is all that will be practicable. In any event 
we will probably have to give the doctor some initial diagnosis 
or information and will therefore have to conduct our first inter- 
view roughly on the lines described in the chapter under Case- 
taking. But in so far as the patient’s complaint or opening 
remarks indicate the possibility of his being a case for deep 
analysis, it is as well to bear in mind the principle of transference 
development. 

Therefore the ordinary clinical interview may have to be 
somewhat modified to the extent of allowing the patient to tell 
his own story in his own words without interruption, however 
unsatisfactory or incomplete it may be. If veiy unsatisfactory or 
incomplete, we may effect a compromise that does not entirely 
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relinquish the possibilities of subsequent analysis. We cannot 
afford to insist upon making the patient keep to the point, as 
does the clinician in a case of organic disease, because we cannot 
afford to remain indifferent to the psychological tension that 
may be provoked thereby. 

In general, apart from the principle of setting the patient as 
completely as possible at his ease, we prefer to leave the first 
real move to the patient, and may learn a great deal, perhaps 
the most essential points, from his choice of move and what sub- 
sequendy emerges. I will give an illustration of what I mean: 
A business man once came to me to ask my advice about his 
maturing daughters, their phobias and difficulties and how he 
should deal with them. I soon suspected that this was not the 
real problem in his mind. His concern was himself; and he had 
come with this ready-made psychological defence, perhaps in 
order to “vet” me and to give himself further time for considera- 
tion as to whether he should trust me with the very secret matter 
that was really worrying him. Therefore, while I listened to his 
story about his daughters I was partly considering how strong 
were his resistances and how soon, or long, it would be before 
I learnt the real, suppressed purpose of his interview. In the 
meantime I thought it best to humour his defences, for I could 
sec that his psychology was such that to say to him in effect 
“Stop this nonsense and tell me what you have really come 
for” would merely have aroused denial and perhaps indignation 
and certainly no progress. So I decided to take his questions 
more or less at their face value, and wondered if the succeeding 
appointment could be deferred for another half-hour, guessing, 
as proved to be the case, that he would broach the real subject 
when we arose to depart. This he duly did, and I promptly gave 
him another appointment at my next vacancy so tliat he would 
have sufficient umc for so important a matter. From tliis little 
demonstration one might conclude that the resistances, at least 
the early resistances, that he would put up during the course of 
an analysis might well prove nearly insurmountable. 

Thus in the first interview we may observe a great deal of 
evasion as well as the unconscious mechanism of displacement 
and somedmes condensation and secondary elaboration, in a 
patient’s statement of his case. Finally, we may conclude with 
a few leading quesdons. But here we must be careful as any 
attempt to pry migfit soon mobilise the patient’s defences. 
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THE INSTRUMENT OF PSYCHO-ANALYSIS: 
TEGHNIQ,UE {contd.) 

We have dealt with general principles and mentioned some of 
the chief difi&ciilties, and must now turn to a description of the 
process and progress of analysis from the point of view of con- 
secutive stages in the appHcation of technique. 

Analysis is essentially a dynamic process which progresses 
steadily or jerkily throughout its course. The analyst must be 
ahve to the sense of movement within it. What may appear to 
be arrests of movement are really accumulations of undis- 
charged affect. These may burst forth periodically, to the sur- 
prise of the unwary analyst. Nevertheless, in spite of analysis 
being really a continuous process, it is helpful for descriptive 
purposes to divide it into theoretical stages. Although a certain 
amount of overlapping is inevitable it will help to clarify the 
techmque if we discuss it under various headings. 

First of all the interview. Unless we are purely and simply 
psycho-analysts and are in a position to refuse to see any patients 
who have not previously agreed with their doctor to undergo a 
course of psycho-analysis proper, we are at the disadvantage at 
a first interview of not knowing whether this ivill be a case we 
should subject to deep analysis or whether some temporary or 
extemporaneous help is all that will be practicable. In any event 
we will probably have to give the doctor some initial diagnosis 
or information and will therefore have to conduct our first inter- 
view roughly on the lines described in the chapter under Case- 
taking. But in so far as the patient’s complaint or opening 
remarks indicate the possibility of his being a case for deep 
analysis, it is as well to bear in mind the principle of transference 
development. 

Therefore the ordinary climcal interview may have to be 
somewhat modified to the extent of allowing the patient to tell 
his own story in his own words without interruption, however 
unsatisfactory or incomplete it may be. If very unsatisfactory or 
incomplete, we may effect a compromise that does not endrcly 
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relinquish the possibilities of subsequent analysis. We cannot 
afford to insist upon making the patient keep to the point, as 
does the clinician in a case of organic disease, because we cannot 
afford to remain indifferent to the psychological tension that 
may be provoked thereby. 

In general, apart from the principle of setting the patient as 
completely as possible at his ease, we prefer to leave the first 
real move to the patient, and may learn a great deal, perhaps 
the most essential points, from his choice of move and what sub- 
sequently emerges. I will give an illustration of what I mean; 
A business man once came to me to ask my advice about his 
maturing daughters, their phobias and difficulties and how he 
should deal with them. I soon suspected that this was not the 
real problem in his mind. His concern was himself; and he had 
come with this ready-made psychological defence, perhaps in 
order to “vet” me and to give himself further time for considera- 
tion as to whether he should trust me with the very secret matter 
that was really worrying him. Therefore, while I listened to his 
story about his daughters I was partly considering how strong 
were his resistances and how soon, or long, it would be before 
I learnt the real, suppressed purpose of his interview. In the 
meantime I thought it best to humour his defenees, for I could 
see that his psychology was such that to say to him in effect 
“Stop this nonsense and tell me what you have really come 
for” would merely have aroused denial and perhaps indignation 
and certainly no progress. So I decided to take his questions 
more or less at tlieir face value, and wondered if the succeeding 
appointment could be deferred for another half-hour, guessing, 
as proved to be the case, that he would broach the real subject 
when we arose to depart. This he duly did, and I promptly gave 
him another appointment at my next vacancy so tliat he would 
have sufficient time for so important a matter. From this little 
demonstration one might conclude that the resistances, at least 
the early resistances, that he would put up during the course of 
an analysis might well prove nearly insurmountable. 

Thus in the first interview we may observe a great deal of 
evasion as well as the unconscious mechanism of displacement 
and sometimes condensation and secondary elaboration, in a 
patient’s statement of his case. Finally, we may conclude with 
a few leading questions. But here we must be careful as any 
attempt to pry might soon mobilise the patient’s defences. 
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Further, one may say that it is not good analysis to ofTer psycho- 
pathological explanations to a patient at the first or early inter- 
views unless you can be sure that your interpretation will be 
welcome to every part of his psyche. Such was the case in the 
patient I described in a previous chapter who was castigating 
herself for stupidity when her only real stupidity had been not 
to see that her husband was voicing the criticisms of his sister. 
Interpretations that take insufficient cognisance of the patient’s 
resistances, if true and far-reaching, may increase his anxiety 
and you may never see him again. This is what has been called 
“wild analysis”. It tends to rob the patient of a necessary 
libidinal expression while offering him nothing in place of it. 
Such a process may either effect no change in the patient except 
that of fear or hatred for the analyst, or else it may increase his 
defences and cause him to grow worse and develop an alter- 
native neurotic illness. 

Some patients are inclined to ask many questions. This is 
usually a manifestation of anxiety and the analyst must never 
think that it is his duty to answer questions on their face value. 
He must recognise what lies behind the questions and perhaps 
make some attempt to deal with that, otherwise his only course 
may be to offer the minimum of explanation that is calculated 
to allay the patient’s anxiety and thereby to get him talking 
again. However, at a first interview some regard has to be taken 
of conscious levels and the analyst must be careful not to mislead 
the patient or to tell him any untruths. He is almost certain to 
ask how long the analysis will last. No attempt should be made 
to answer this question except by confessing “We do not know”- 
If pressed we may defer the matter by saying that a rough 
indication may be given, but only after several weeks of analysis. 

Some analysts make a point of telling their patient that if 
analysis is decided upon he must promise to make no important 
irrevocable commitment, specifically engagement or marriage, 
while the analysis is in progress, nor for at least three months 
after its termination. I remember only on one occasion giving 
this advice at a first interview and exacting a promise that it 
would be obeyed — and that was in the case of the only patient 
who left me to get engaged and married within six weeks of 
commencing treatment! 

The quesdon of times of attendance, of fees, of monthly pay- 
ments, of the principle of hiring one’s time irrespective of 
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whether the patient attends or not, and in some instances of 
vacations, etc., should all he dealt with at the preliminary inter- 
view. Patients who are inclined to put off the beginning of 
treatment to some later date may usually be written off im- 
mediately. They rarely return. 

Now the three stages of analysis proper that I propose to 
describe may be classified in accordance with the concept of the 
libido in the following way: (1) the pre-transference stage, (2) 
the stage of transference neurosis, and (3) the terminal stage of 
resolution of the transference. Or tliese same stages may be 
from an ego point of view as follows: (i) the stage of 
relaxing the unnecessary censorship of the super-ego, (2) the 
stage of analysis of super-ego development and structure, and 
(nl the transferring of the function of the super-ego over to the 
iurisdiction of the ego, so that the ego instead of the super-ego 
may hold sway over the balance between hbidmal drive and 
reality consideraUon. A definition of these terms, if the reader 
is unfamUiar with them, sviU be found in the glossary. 


I. THE PRE-TRANSFERENCE STAGE 

Even the inexperienced analyst may manage this stage with 
some degree of success provided he is sufficienUy passive and 
shows no affective reaction. Where he is likely to fail wd be 
at the following or transference stage, but I am afraid failure 
there will, in the psycho-analytical sense, be fundamental. Re- 
membering what has been said under general pnnaples regard- 
ing passivity and the analytical rule of free associaUon, the 
analyst’s business during thfa stage is simply to set.the pauent 
sulBdently at case so that he docs free associaUon of thought as 
freely as possible, and to keep him doing it without any un- 
necessary interference. Interference becomes necessary when- 
ever the patient is unduly held up. The analyst nonces the mam 
mend of the patient’s unconscious material and particularly his 
main types of defence. At tlic same time he observes the amount 
of affect, suppressed or otherwise, which accompanies the 

associations. , 

Sooner or later difiiculUcs arc sure to ansc. Every paUent 
'•oming for analysis will require assistance. The analyst must 
when and how to assist. To do tliis he must understand 
.ent’s difficulties and roust be able to help him over tlicm. 
c should not do so until the patient has himself become 
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a-ware of his difficulties. The most relevant assistance he will 
then give will probably be that of interpreting whatever uncon- 
scious force is responsible for holding the patient up. At a very 
early stage it may on occasions only be possible to appreciate 
that it is anxiety, and to resort to reassurances or other means of 
relieving the anxiety until one is in a position to interpret its 
causes. The factors that interfere with free association of thought 
at this stage are almost always anxiety factors, and their mech- 
anisms wiU be dealt with under the heading of defence-resistance. 
Suffice it to say here that the factors that facilitate free associa- 
tion are the inviting passivity of the analyst and his tolerant and 
non-critical attitude. 

But in spite of this, anxiety will arise and the analyst must do 
just sufficient to aUay it and no more. When the patient speaks 
the analyst is silent again. The amount of interference must 
never exceed that required to aid the process of free association. 
At each interpretation, or even at each continued silence, the 
analyst should be smre that it is purely the analytical needs of 
the patient that are influencing him (either in speaking or in 
aUo\sdng the silences to continue for a time), and not his own 
analytical needs. There should be no compulsion within him to 
be exhibitionistic, to try to make a good impression upon the 
patient, or to be sadistic or anything else which is irrelevant to 
his only fimction, that of removing resistances to the patient’s 
free association of thought. The situation is not one designed to 
relieve the analyst of his o\vn repressed affects; that should take 
place in his ordinary life and should have been exposed to him 
in the comse of his own analysis. Such needs of the analyst are 
detrimental, not helpful, to the patient. Per contra, reaction- 
formations within the analyst may be disabling to his ability 
to render the appropriate help. 

While resistances are being removed and free association is 
proceeding to gradually deepening levels, a certain change in 
the emotional disposition of the patient is taking place. It will 
be found that his super-ego is undergoing modification and that 
he is gradually identifying himself ’with the analyst. Intellectual 
changes achieve nothing, it is these emotional changes that 
count, for emotions are the dynamic forces responsible for the 
neurosis and in the absence of such changes there is no analysis. 
In short, even during this first stage of analysis, libido is being 
freed from a state of repression, the analyst is taking the place 
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of the patient’s super-ego and the freed lihido is automatically 
attaching itself to him. The super-ego was formed hy the intro- 
iection of parents and mentors (and their phantasied attributes, 
acquired by projection of the infant’s aggression, etc.) and we 
are now wimessing the process in uvirse. This is the essential 
change in the deeper levels of the patient’s psyche which ushers 
in what is known as the second or transference stage of analysis. 

In the meantime, while pursuing this strategic technique of 
arriving at transference, the analyst will have obtained a con- 
siderable insight both qualitadvely and quantitatively into the 
patient’s psychic structure. He will have noted various libldinal 
trends and various types of ego defence. HewUl have analysed 
many dreams and discovered various screenmcmories. All this 
material he wiU treasure for future reference and for use in 
dealing with the transference, for in this stage hewiU require all 
bis resources. The success of the analysis depends upon the 
handling of the transference. 


2, THE TRANSFERENCE NEUROSIS 

Transference may be deHned as a speciBc displacement of 
affect positive and negative, from one person (usuaUy the parent) 
on to another person, t.g. the analyst, or it may be defined as a 
oroiection on to the analyst of affects onginaUy experienced 
towards the parents during the period of infantile amnesia. 

There are a number of ways in which the arrival of the trans- 
ference situation may manifest itself. It may come about so 
insidiously that neither analyst nor patient can definitely state 
anv point at svhich it arrived, but may only know that it 
certainly has arrived. Or it may be ushered m quite dramatic- 
tIIv The latter event is, of course, indicative that it has been 

accumulating unseen for some time previously. 

One of the common premomtory signs of developing trans- 
ference neurosis is a tendency on die part of the patient to forget 
his symptoms and previous complaints, to cease to produce 
memories of his past, and instead to take to a process of telling 
the analyst in great detail aU the events, objective and sub- 
icetive, which have happened to him during the last twenty-four 
hours or since his last session. This habit may continue for some 
little time unul a moment arrives when die patient just lies on 
die settee with codling whatever to say. The analyst, having 
met all these phenomena before, will recognise that libido, since 
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aware of his difficulties. The most relevant assistance he ^^dll 
then give wall probably be that of interpreting -whatever uncon- 
scious force is responsible for holding the patient up. At a very 
early stage it may on occasions only be possible to appreciate 
that it is anxiety, and to resort to reassurances or other means of 
reheving the anxiety until one is in a position to interpret its 
causes. The factors that interfere with free association of thought 
at this stage are almost always anxiety factors, and their mech- 
anisms tviU be dealt -with under the heading of defence-resistance. 
Suffice it to say here that the factors that facilitate free associa- 
tion are the inviting passmty of the analyst and his tolerant and 
non-critical attitude. 

But in spite of this, anxiety wall arise and the analyst must do 
just sufficient to allay it and no more. 'SNTien the patient speaks 
the analyst is silent again. The amount of interference must 
never exceed that required to aid the process of free association. 
At each interpretation, or even at each continued silence, the 
analyst should be sure that it is purely the analytical needs of - 
the patient that are influencing him (either in spea k ing or in 
allowing the silences to continue for a time), and not his o^vn 
analyticed needs. There should be no compulsion ^vithin him to 
be exhibitionistic, to try to make a good impression upon the 
patient, or to be sadistic or anything else -which is irrelevant to 
his only function, that of removing resistances to the patient’s 
free association of thought. The situation is not one designed to 
relieve the analyst of his own repressed affects; that should take 
place in his ordinary life and should have been exposed to him 
in the coiuse of his o^vn analysis. Such needs of the analyst are 
detrimental, not helpful, to the patient. Per contra, reaction- 
formations within the analyst may be disabling to his ability 
to render the appropriate help. 

\\Tiile resistances are being removed and free association is 
proceeding to gradually deepening levels, a certain change in 
the emotional disposition of the patient is taking place. It ^vill 
be found that his super-ego is undergoing modification and that 
he is gradually identif^-ing himself with the analyst. Intellectual 
changes achieve nothing, it is these emotional changes tliat 
count, for emotions are the dynamic forces responsible for the 
neurosis and in the absence of such changes tliere is no analysis. 
In short, even during this first stage of analysis, Hbido is being 
freed from a state of repression, the analyst is taking the place 
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of the patient’s super-ego and the freed libido is automatically 
attaching itself to him. The super-ego was formed by the intro- 
iection of parents and mentors (and their phantasied attributes, 
acquired by projection of the infant’s aggression, etc.) and we 
are now mtnessing the process in mirse. This is the essential 
change in the deeper levels of the patient’s psyche which ushers 
in what is known as the second or transference stage of analysis. 

In the meantime, while pursuing this strategic technique of 
arriving at transference, the analyst ivill have obtained a con- 
siderable insight both quaUtadvcly and quantitatively into the 
patient’s psychic structure. He will have noted various Ubidmal 
uends and various types of ego defence. He iviU have analysed 
many dreams and discovered various screenmemones. All this 
matmal he wiU treasure for future reference and for use in 
deahng ivith the transference, for in this stage hewill require all 
his resources. The success of the analysis depends upon the 
handling of the transference. 


2 . THE TRANSFERENCE NEUROSIS 

Transference may be defined as a specific displacement of 
affect posidve and negaUve, from one person (usuaUy the parent) 
on to another person, t.g. the analyst, or it may be defined as a 
proiection on to the analyst of afiecls ongmally experienced 
lowards the parents during the period of infantile anmesia. 

There are a number of ways in which the arrival of the trans- 
ference situation may manifest itself. It may come about so 
insidiously that neither analyst nor paUent can defimtely state 
anv point at which it arrived, but may only know that it 
certainly has arrived. Or it may be ushered m quite dramatic- 
llv The latter event is, of course, indicative that it has been 
^cumulating unseen for some nme previously. 

One of the common premomtory signs of dcyelopmg trans- 
ference neurosU is a tendency on the part of the pauent to forget 
his symptoms and previous complaints, to cease to produce 
meroorirn of his past, and mstead to Uke to a process of telling 
the anahst m great detad all the events, objective and sub- 
iectivc wliich have happened to him during the last twenty-four 
hours or since his last session. TIus habit may continue for some 
htUc time untd a moment arrives when die patient just lies on 
the settee with nothing whatever to say. The analyst, having 
met all these phenomena before, wiU recognise that hbido, since 
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the early stages of treatment were passed, has ceased to go back 
regularly to early events in the patient’s life, has on the contrary 
been moving steadily forwards into the more and more im- 
mediate present, and, now, \vith this advent of silence, has 
finally arrived at the very moment while the patient is lying on 
the settee I 

Libido means immediate emotional interest. The patient’s 
silence means that emotionally it does not matter now what has 
happened in the past twenty-four hours, the matter of emotional 
unportance, the matter of emotional absorption is the present 
moment while he is lying on that settee in the analyst’s presence. 
There is obviously nothing to talk about. It is happening here 
and now. You don’t t hink of other things while you are ex- 
periencing the most important emotional events, however un- 
conscious these may be. To understand what has happened we 
must understand what we mean by transference. 

Transference is a transferring of the emotional life of the 
period of a person’s infantile amnesia, an emotional life which 
was preoccupied with his feelings towards his parents, on to 
another person, in this instance the analyst, in the present day. 
1 will explain this by an analogy with other and more recent 
instances of amnesia. For example, in a war neurosis if a soldier 
expOTences a traumatic event which is so painful to his conscious 
min ^ that he simply cannot bear it, the psyche resorts to the 
pnmitive process of repression of the whole event and possibly 
° surroimding circumstances from consciousness, and the 
soldier has an amnesia for the event and for that period of his 
war experience. How do we know that the whole thing has not 
rea y utterly disappeared out of mind altogether? We knoiv for 
^ reason: that years later he suffers from an anxiety state, 
rerhaps every little noise causes him to start or jump, or perhaps 
some specific event, unconsciously associated wth the trauma 
he experienced, creates a reaction in him, inexplicable except 
m terms of the forgotten experiences ^vhich caused his amnesia. 
In short the affects which he felt at the time of the trauma are 
constandy breaking out from repression, although the actual 
events or memories, originaUy connected ivith those affects re- 
main successfully repressed. There is free-floating anxiety for 
ever emerging into consciousness and for ever tending to attach 
itself to the irrelevant evei^ts of the pr'esent day. Under analysis, 
even a superficial analysis in such cases, the repressed memories 
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are brought back into consciousness and the patient eventually 
discovers to what experiences his fright really belongs. This will 
help him to recognise that it does not bdong to the present-day 
happenings; and this undoing of his period of amnesia, in other 
words the substitution of the memory, may take the place of the 
previously Inexplicable state of current anxiety. 

Now, there is evidence that we are all suffering from a very 
big amnesia, a complete blackout of the earliest years of our life 
when the very emotional patterns which form the core of our 
being were actually in process of formation. The affects we then 
felt were those of our developing instinct-based desires, frustra- 
tions, loves and hates for things and persons in our vicinity. 
What the trauma was that caused the total repression of the 
memories of these most impressive of all events that we could 
ever encounter, psycho-analysis has revealed. It was a trauma 
that belonged to the unreal emotional world which at that tunc 
was of far more signihcance to us than the only-just-begmnmg- 
to-develop reaUty world of our present-day conscious preoccupa- 
tions This trauma was just as effective as a nearly fatal accident, 
although it was essentiaUy subjectively caused. It came about 
when we as infants found ourselves in an intolerable state of 
emotional turmoU and conflict owing to the opposing pressures 
of our love, hate and consequent fear. In phantasy we gratified 
our desires— desires wUch evidenUy included destrucUon of the 
very loved persons who as frustrators prevented our gratifica- 
tion Talion punishment was the order of our phantasies, and, 
in consequence, we found ourselves in phantasy “castrated”- 
tlie equivalent of our conscious concept of destroyed . The 
whole thing was too emotionaUy intense to be borne. It was too 
traumatic. It became repressed. And with it were repressed 
practicaUy all the memories connected with that early period ' 

°*^On'^ account of the intolerabUity of the emotions connected 
with die Oedipus complex it will take a great deal to overcome 
the resistance to their emergence. On the other hand, they have 
firmed emotional patterns wiUiin our mind analogous to the 
nattems phylogenetically inherited as insunct u-ends. The un- 
conscious includes, as it were, a massive, complex “instinct 
,1 m” very like, in many respects, the genmne inhented 
P‘ tincts wliich fill that instinct reservoir called the id. Tliis 
Oedipus-coniplcx “instinct pattern” wUl tend to relieve its 
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tensions in relation to some apparently appropriate person 
\vliom it takes to be a suitable successor of the original parent- 
figures in relation to tvhom it was formed. Therefore, like the 
tvar amnesia case, living its still repressed memories, it tends to 
discharge its affects, love, hate, fear, etc., upon the current 
situation and upon such symbols as it can find in the current 
situation, in heu of the presence of the original events which in- 
curred or stimulated these affects. So the war-amnesia soldier 
attaches his fear to present-day noises, and the infantile amnesia 
patient, or normal, attaches his loves, hates and fears to parent 
imagos, such as the analyst, in his present-day life. Until the 
amnesia is uncovered and the memories brought to light, neither 
the amnesic soldier nor the mfantile-amnesic adult tvill have the 
slightest msight into why he is fearing, loving or hating what, to 
anyone but hi m self, appears to be inappropriate objects or 
persons. 

^Ve have thus arrived at an extraordinary phenomenon which 
only analytical msight %v’ill so much as suspect to be in existence, 
and alone realise that it is not only the essence of the situation, 
but emotionally the whole of the situation, ho%vever tmconscious. 
The affective life of the transference situation is a dramatisation 
of the Oedipus complex. The analyst, whilst accumulating 
materi^ throughout the previous stage descriptive of the 
patient s fundamental emotional patterns, has at the same time 
been ^vatching the development of this transference neurosis, 
i ow that it has arrived, what is he going to do about it? The 
important thing is that he should be fully, and in an anal^mcal 
sense, himself aware of what it is and ivhat it means, irithout 
aving any doubts about its reality and ivithout knowing it 
simply as a tale that is told. He must know it in a full anal^mcal 
^nse, that is \rith absolute inner conviction and familiarity. 

hen, and then only, in the light of its fuU appreciation, wiU 
he be able to treat it appropriately wth entire fireedom from 
in t^l or anxiety on his part. 

In shom, 'iJmow that, once it commences everything that takes 
constantly breakipalytical session, every thought, gesture, action, 
events or memories*^he patient, no matter to what subject, and 
main successfully reP^dent displays, is related to nothing more 
ever emerging into cc^ference situation. The patient is, in fact, 
itself to the irrelevant P dramatisation of her original Oedipus 
even a superficial anal^rents. Knowing this, the analyst is at 
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liberty to break in with any and every transference interpreta- 
tion which occurs to him. Unlike the position during the previous 
stages of analysis, he can do no harm by any interpretation 
which he makes. The point is that he cannot afford to leave the 
situation alone, uninterpreted. The palmy days of his passive 
role have come to an end never to return. Now he must be 
active and uncover this most important of all defence-resistance 
measures. He must interpret freely and not be put off by the 
patient’s denials, however violent. The more violent they are 
the more they signify the unconscious “yes”. He need not i^gue 
or press his points. He can afford to observe calmly the effec^ 
his remarks produce even if such effects are violent fury as well 
as denial. But he does not interpret purposely to arouse anger, 
nor in any case does he insist upon the patient consciously 
accepting his remarks. Her denials signify that he has distmbed 
some affect in her unconscious to which she is as yet conscious y 
resistant. However, at this stage nothing the analyst says is likely 
to drive her from analysU; she is as firmly fixed to him and it as 
she was emotionally fixed in infancy to her parents. However, 
she herself is incapable, unaided, of obtaining insight into the 
situation, and whether uncomfortable on account of negative 
trends, or comfortable on account of posiuve, m i she will tend 
to remain more or less unchanged unul the analyst has inter- 
preted the unconscious material responsible for it and unbl 
fhe finally obtains insight into it and uncovers the infanu e 
memories, the affects of which she is at present unconsciously 

''^’M'’this™irsuch a particularly difficult stage of analysis to 
describe theoretically I will now proceed in accordance with 
the policy of this book on clinical psychology, to a clinical 
c.xcerpt which details the sort of material as it occurred dunng 
analysis. 



CHAPTER XXIX ' 


TWO EXAMPLES OF TRANSFERENCE 
ANALYSIS 

Every analyst is familiar with the patient who endures long 
silences during his sessions and is acutely uncomfortable the 
whole time. 

A protracted silence is usually caused by a state of acute 
anxiety. The patient is going through an unconscious phantasy 
of a terrifying nature. All he is conscious of is the resultant 
anxiety, which makes him quite speechless and arrests his mental 
processes. It is imperative for the analyst to discover and inter- 
pret this phantasy in order to relieve the anxiety and enable the 
patient to continue his free association of thought. 

The striking peculiarity about the present case is that the 
conscious experience is not one of anxiety, but on the contrary 
sublime contentment. 

This is unusual. The phantasy with which this patient is pre- 
occupied is as unknown, both to her and the analyst, as is the 
phantasy of the usual anxiety-ridden patient. In both cases, 
unless this phantasy can be discovered and revealed analytically, 
progress ^if not attendance itself — ^will cease. 

She is content to lie upon the analytical settee without saying 
a word. She is a woman of forty. I ask her: 

What are you experiencing? You must tell me what is going on in 
your mind” 

She replies: “I am feeling perfectly all right, doctor, only I 
have no thoughts and therefore nothing to say to you. . . . NOj 
I am not feeling uncomfortable. On the contrary, this is the 
first time today that I have felt really peaceful and contented. 
It doesn t seem to me that there is any need to talk. To tell you 
the truth, I wouldn’t know what to talk about.” 

The question the analyst has to put to himself Is: Why is this 
patient^ satisfied to spend this hour with me in silence? 

(It is essential that the analyst himself should not be the victim 
of any unconscious phantasy — anxiety-ridden or contentment- 
giving.) 
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While he sits there, silent, racking his brains to discover an 
answer to this question, he goes over in his mind all the informa- 
tion great and litde, which this patient has given to himm the 
preliminary sessions before this phenomenon of silence super- 

™Has there been anything identical with this, or equivalent to 
it, in the history of this patient’s past life? 

A number of striking instances come to mind. The analyst 
remembers that he was struck with the story of how this paUent 
as a Uttle child used to hurry home from school m a state of 
acute discomfort or anxiety, with only one object m mind. This 
object was to Hnd her daddy. She had told me: 

“I could not rest until I found him. As soon as I got home, ‘f 
he were not there, I would ask, ‘Where is Daddy? Then I would 
run across to his workshop. I did not need to speak to him I 
^iiiuld merely stand beside him in silence while he went on with 
his work. But the difference it made to me was immense. All my 
fe tlessness and anxiety would have gone, and I would be per- 
Sy content just to be with him. No words wem necessary,” 
On another occasion this paUent had told me. 

“When I was eight or nine years of age, mother had arranpd 
to take us all to the seaside for our summer holidays. At the last 
moment it transpired that daddy had to remain at home to 
^ntinuc his work. I showed such great disappointment that 
mother teasingly suggested that I should stay behind too. To 

her astonishmLt I jumped at it. It seems “'at^aside holid.ays 

were nothing to me. One thing o^y mattered-^addyl 

“I was a very emotional, highly-strung girl— perhaps one 
should say passionate— and it seems that I was always in a rest- 
less state, seaside or no seaside, unless I was near my daddy. 
His presence was the only thing that relieved my constant 
agitation and discomfort.’ . 

When the patient will not talk It beeomes m due course, 
though not immediately, the duty of the analyst to do a little 
talking . . . though not undl he has done a great deal of thinking. 

These incidents from her past life just reeorded are brouglit 
to her notice. She was then only eight or nine years of age. It is 
pointed out to her that though she is now forty she is similarly 
Content to leave all her other obligaUons in life in order to come 
to her analyst and to lie silently in liis presence. 

If the past tells us soiiielhing .about the present, llie present 
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may tell us a great deal more about the past. What is going on 
here and now while this usually restless, worried woman lies in 
this state of complete restfulness and utter contentment? 

Let us answer this question first before we ask what was going 
on when the little girl of nine or earlier stood beside her daddy 
in a similar state of contentment. She cannot tell us. The 
phantasy, for phantasy it must be, is unconscious. However, she 
inadvertently gives us a few clues as to its nature. She says: 

“While you were talking, doctor, I was not listening to what 
you were saying, but the sound of your voice was producing 
feelings of even greater contentment in me than I ordinarily feel 
lying here in silence. And when suddenly you leant forward in 
your chair I got an acute feeling in my stomach which made me 
catch my breath. I wish you would just go on talking all the 
time, and not expect me to say anything. I feel somehow that it 
would be so soothing to me that I should soon get quite well.” 

But this is not the whole truth: she does not always want me. 
to speak any more than she wants to speak herself. My presence 
alone, even in silence, is having a very soothing effect upon her 
usual state of nervous agitation. It is evident that my presence, 
whether silent or speaking, is causing her to be soothed through 
the agency of some phantasy which she prefers to keep un- 
conscious. 

It would not be psycho-analysis to allow such a situation to 
remain unconscious. When it is brought home to her that the 
source of this contentment is unconscious sexual phantasy, two 
interesting things happen: (i) Firstly, she recognises the fact and 
obtains insight into it, namely, that she is lying there enjoying 
erotic feelings, and that these are the source of the soothing and 
the contentment. (2) Secondly, having recognised this fact, the 
whole situation is spoilt, and she is quite unable to go on with 
this satisfying procedure. Something in her will not permit it to 
continue. 

This is but another instance of a frequently encountered 
analytical experience: that all sorts of enjoyable things , (includ- 
ing, I may say, health itself) may be freely enjoyed in accord- 
ance with well-established instinct patterns, only provided they 
remain unseen or unsuspected by some potentially interfering, 
watching force — conscience or parent. 

\\ e rnay pause here to ask what the little girl of eight or nine 
was doing in her anxiety to find her daddy, and what was the 
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source of tills contentment which caused her to prefer his 
presence to seaside holidaj^. 

While she was with him this otherwise neurotic child suffered 
from no neurosis and remained perfectly healthy and happy. 
Similarly, while she could come to her analyst frequently and 
experience an hour of silent contentment, she was* quite happy 
— at least, such was the position before the source of the happi- 
ness was interpreted. 

As relief or cure was such a simple matter, why had this 
patient ever become ill? Her illness was precipitated by a with- 
drawal or deprivation of the source of relief. This happened 
during her session, when, as a result of the interpretation, she 
herself stopped or suppressed the phantasy which was soothing 
her nervous condition. 

Her illness itself was originally precipitated at the age of 
twelve by the intervention of tragedy, a tragedy which deprived 
her of what was then her only source of relief from tension. Her 
father met his death in a street accident. 

It should be pointed out that the significance of her father's 
death in relation to her illness was purely the role he was then 
playing in her necessary reduction of tension, however un- 
conscious this process may have been. 

This patient claims to have no recollection of any event in her 
life for the subsequent three and a half years. She says; 

*T don’t remember anything that happened to me from that 
time until I was sixteen years of age.” 

Nevertheless, subsequent analysis brings to light several start- 
ling incidents that took place during this three and a half years, 
and which had been repressed from memory. It is not without 
significance that these forgotten incidents (and the fact that they 
ever occurred) were a succession of sexual traumata. 

Why was it tJiat men who had been friends of her father, and 
wlio svcce now friends of her widoived mother, appear to have 
stimulated erotic experiences or erotic phantasies in this patient 
when slic was barely tliirtcen years of age? 

Why is it that hysterical children produce an abundance of 
such memories, quite out of proporUon to those produced by 
so-called normal children? 

Perhaps the ans\%cr is that unconsciously they arc seeking to 
call to themselves such selective experiences. And Uic evidence 
goes to show that, even if they cannot have them in actuality, 
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they make up for it by having them in phantasy, or even hal- 
lucinating them. Psychologically the results seem to be identical 
in either case. 

Be that as it may, analysis of this patient revealed that these 
several years of amnesia (memory-blank) were crowded with a 
succession of childhood sexual experiences, real or imaginary. 
Compare these facts with the present behavioiur of this extremely 
hysterical woman. She hes on the analytical settee in complete 
silence, perfectly content and, as it transpires, enjoying erotic 
phantasies. She is unconsciously inviting erotic advances. 

Evidently this is what she was doing at the age of twelve or 
thirteen. Her father, in whose presence she sirnilarly enjoyed 
perfect contentment, had died, and although she had blotted 
out the ejdects by a period of anmesia, she had immediately and 
subsequently invited and experienced a succession of erotic 
advances, real or imaginary. 

The period of so-called amnesia eventually passed at the age 
of sixteen, ■when she recalls a particularly "vivid experience of 
rape. She portrayed herself as an innocent •victim of this tragedy. 

A httle more analytical insight revealed to her that, although 
she is now forty, she is still urgently in'viting this rape: I notice 
Aat since the source of her silent happiness during analysis was 
interpreted, she has assumed a new posture on the settee — 
instead of lying on her back she now lies half on her side ■with 
her legs crossed and one foot very near the floor. Incidentally, 
in this position she can keep at least half an eye on the analyst 
seated behiud her. 

When her attention is dra^wn to these changes, she objects that 
she would find the former position quite intolerable, and if I 
insisted upon her assuming it she would cease to attend. 

ISevertheless, at the next session, "without a word from me, I 
notice she is lying rigidly full upon her back! I call her attention 
to it, and she blames me, saying that I said I would refuse to 
analyse her unless she did it; but it is all \vrong because in that 
position she cannot think of anything whatever to say. Her mind 
is in a s tate of complete mental confusion. All she is aware of is a 
throbbing in her throat. She is most acutely uncomfortable, and 
she will be so exhausted after one hour of this that she ^vill not 
be able to think for days to come. 

Then she says she feels like a pig hung up by one leg waiting 
to have its throat cut. 
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Presently she threatens reprisals. She says: 

“You would be sorry if I got up and went for you for this 

treatment of me.” t j .. i 

It was a pertinent question to ask her what she would attack 
me for. Her ego answered: “For making me do something I did 
not want to do, namely, lie on my back.” She forgot, of course, 
that she had assumed this posture without any mstrucUon on 

“sKe warmth of her handshake at the end of the session 
Strongly suggested that the attack would not have been for any- 
thing that was done to her, but for the failure to do anythmg 
I have said that this woman’s most vtvid memory is that of 
rape, at the age of sixteen, and I have pointed out that, although 
she is now forty, she is sdll urgently mviung this rape. It should 
be added that rape it would certainly be, for she is most resistant 
to any sexual advance from any source whatsoever— not except- 

'"one«nto further than this and point out that in the absence 
of this rape she phantasies or dreams it happening. Periodically 
she awakens in the night with a scream. Analysis reve^ that 
she has dreamed or phantasied the act or the orgasm about to 
happen, and has sprung into resisdve action, leaping out of her 

bed This is conflict indeed. , . . ' , 

One side of her nature brings about the sexual situauon, real 
or imaginary, and the other side leaps into acuvity to save her 
?rom if These tendencies are all revealed m the couise of 
aXsis Her life reveals that she has projected her conflict into 
thflorld of reaUty around her. She has a husband, but she 
never obtains reUef; that can be approximated to o^y provided 
“hi is unconscious of the phant^y that is soot ung her-that is, 
moving her in the direcdon of rehef without, of course, ever 

“orthi one hand her accumulated hbidinal tensions are en- 
iovhig phantasies of tumescence and detumescence at die hands 
onlm faUier image, whUe at the same ume die psychology of 
die chad of twelve or earlier is temfied of any actual sexual 
advance and is above all other dungs temfied of a complete 

reducuon of tension in the form of orgasm. 

In nractice this woman has always been completely fngid 
with her husband, while she sceU to reconstruct the situauon 
of the little girl with her daddy. 



SECT. V 


380 CLINICAL PSYCHOLOGY 

It is with her analyst only that her phantasies assume a 
pleasurable erotic quality and cause her to remain in his 
presence in a state of perfect contentment, experiencing this 
fullness of satisfaction which alone relieves her of all her current 
anxieties and hysteria. 

Bringing this imconscious dramatisation to consciousness is 
the only way that she ■will be in a position to free herself from its 
constant domination over her thoughts, feelings and actions, 
and to direct her O'wn love life and its needs — ^instead of being 
directed by unconscious forces which belong to childhood and 
the child-parent relationship. 

Readers who are not psycho-analysts may think that this 
analytical situation occurring with a female patient in the 
presence of a male analyst may be imderstandable, but they 
may assmne that there could be nothing equivalent to it in the 
case of patient and analyst being of the same sex. They may 
\vish to ask what happens in the case of a male patient when he 
reaches the transference stage. 

In accordance -with the method adopted throughout this work 
on clinical psychology I shall reply with an example. The follow- 
ing is an excerpt from the analysis of a male patient of about 
fifty years of age who had reached a stage of his analysis when, 
like the woman above quoted, he found little or nothing to say. 
It was evident that deep interpretation would have to be applied 
if only to avoid almost immediate analytical failure. With some 
encouragement on the part of the analyst the patient at last was 
induced to give expression to his growing dissatisfaction with the 
whole process. He said it was not a form of treatment that seemed 
to suit his particular case. He had tried his best to follow the 
directions of free association of thought but manifestly it was not 
getting him an'ywhere and he could not see how it would ever 
do so. 

Of course, it is not part of the analytical technique to enter 
into any argument or discussion on such issues. So long as a 
patient is giving expression to such thoughts, however negative, 
one should be content to encourage him to continue, biding 
one’s time for interpretation. But the position in this session was 
worse, for the patient’s complaints even soon ran dry and one 
was again faced with a rather obstinate or persistent silence. 
When pressed to continue free association of thought he said Ke 
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could only repeat what he had already said, namely, that his 
mind was either completely blank or else it was active purely on 
a conscious plane. By a conscious plane he meant in regard to 
thoughts about his immediate surroundings, the interior decora- 
tion of the room, faint noises from the street and so on, matters 
which he said even he could see it was a pure waste of time to 
talk about; tlierefore, he argued, as nothing came up from within 
his mind, he might as well be silent, or, better still, discontinue 
attendance. 

Fortunately such crises are unlikely to arrive before the 
analyst has gained some knowledge of a number of facets in the 
patient’s emotional make-up or of a considerable variety of his 
emotional patterns. Seeing that the son-father situation had not 
yet been brought to a conscious level in this case, and appreciat- 
ing that there was a situation between two males which led to 
this deadlock, I tried the bold stroke of interpreting his uncon- 
scious streak of homosexuality. 

1 said with due emphasis, **Tbur blankness is due io the inhibition 
of homosexual phanta^.''* 

The patient thought for a moment and then said, “I have lain 
quiet and I have certainly found that everything was blank, but 
beyond that I am not aware of any homosexual phantasies.” 

Analyst, bearing in mind certain past instances in the patient’s 
life which had emerged at previous sessions: **What thought would 
go on if^ou rested, for instance, inafieldiogeiher with ihaiyoungman of 
twenty wham you have previously mentioned to me?" 

Patient, slowly and exhibiting signs of very tense emotion; “I 
should be wanting to make closer contact with him. The thought 
would be the position I should want. But I would not let him 
know that. I would be lying there silent, hoping all the time 
that he would wish to make contact witli me. I should not hkc 
to take the initiative for fear of finding that it was a sliock 
to liim.” 

Analyst: “Abio let us compare that situation with the situation here 
with me. What is the difference?" 

Patient after a short silence lauglis loudly and says: ‘Tt is very 
different. There is all the difference in the world.” 

Analyst; *'What difference?" 

Patient: “Just that there b no feeling of . . , well, I mean 
there is no repulsion, but at the same lime there is not that draw. 

In short, there is neither repulsion nor attr;iction.” 
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Analyst, emphatically; Mow you have said it. What you have 
said is that from an emotional point of view this situation is quite 
useless.” 

Patient: “Yes, certainly it is emotionally useless.” 

Analyst; “And that is what you said of the analysis. A useless 
expenditure indeed! The other thing that you have said is that with an 
appropriate love-object it would not seem useless. If you were with the 
young man, the last thing you would be concerned about would be the 
uselessness of the situation, however silent 
Patient, thoughtfully: “I have felt sometimes that I have 
looked forward to coming here . . . from the point of view that I 
was glad to tell you things about myself, things that I have not 
been able to tell anyone else. It is only just recently, perhaps 
only at this very session, that I have now become a litde dis- 
appointed and wondered if we were getting anywhere. Perhaps 
I had hoped that when I told you all I could think of you 
would then start something.” He hurriedly added: “Of course, 
now I see that actually you are doing so. At the moment it seems 
to me that after we have hung fire you have now started some- 
thing moving again, and at the moment I do not feel the objec- 
tion I was voicing a little while ago. I feel we are getting on.’ 
At this point I offered a second interpretation. It was this: 
As you have said your dissatisfaction meant that the analytical situation 
had hung fire. In terms of emotion this means that recently there has been 
inadequate libidinal release, or if we put it in ego terms we would say 
inadequate progress!’^ 

Patient; “I am thinking that when I finish work and go home 
and am by myself I feel restless, like I was feeling here. My 
tendency is to go out of the house. I suppose it must be in search 
of something — goodness knows what. I am now thinking that 
what leads one away is search for a kindred spirit, and now it 
occurs to me that when that young man was in the house I was 
different, I did not then want to dash off anywhere in search of 
something as I tend to do now. Now I do not settle down, not 
even to letters. I want to go somewhere in search of, I suppose, 
companionship. You have brought it to my notice that one is 
restless if one is not being emotionally gratified, or at least anti- 
cipating tlie possibility of emotional gratification, so restless that 
one has to seek something we call companionship, something 
ivhich may offer, however faintly and distantly, some prospect 
of achieving emotional fulfilment.” 



CHAP. XXIX TRANSFERENCE ANALYSIS 383 

At this point the session ended. This little excerpt is given to 
illustrate deep and perhaps rather difficult transference inter- 
pretation and its effects upon the progress of analysis. A point 
worth emphasising is that analytical progress is synonymous 
with libidinal release. We arc familiar with the phenomenon of 
a patient early in analysis acquiring so much unaccustomed 
libidinal release that he rushes off and gets himself engaged or 
married, instead of as we had wished using the newly acquired 
libidinal energy released by the treatment to bind him closer to 
his analysis and its progress. I have often heard it said by ex- 
perienced analysts that it is deep interpretation which keeps the 
patient. This is because deep interpretation if opportune causes 
libidinal release, and libidinal release within the analysis is 
comparable to sexual progress. The young man who is making 
progress in his courtship of the lady does not leave her, any more 
than the hound leaves the trail when it is hot on the scent. In his 
unconscious this is because instinctual energy is scenting gratifica- 
tion. There is thus a close relationship between instinct release 
in the real world and the release of emotions from repression in 
the analysis. 

Therefore both instinct gratification and analysis relieve the 
bottled-up libidinal tension and so discharge the energy which 
is causing intra-psychic stress and symptoms. The difference 
between successful analysis and successful instinct life is that 
in analysis the tensions are relieved by the mental process through 
the undoing of the repressing forces either by free association of 
thought, or, when the resistances arc too great for this to suc- 
ceed, by deep interpretation. In consequence of this release the 
repressed unconscious material emerges into consciousness and 
to that extent lends to come under the direction of the ego 
instead of breaking or disrupting the ego. 

It is necessary for the would-bc analyst to have been analysed, 
as only as a result of his experiences while undergoing that 
process will he have ceased to be afraid to sense and to feci 
emotions which the patient is afraid to feci, and only that will 
enable liim boldly and confidently to give the correct inter- 
pretation of deeply unconscious material. 



CHAPTER XXX 


THE TERMINAL STAGE 

The last, or terminal, stage of analysis presents us with almost as 
many difficulties as the transference stage. Most patients are 
content to remain in the transference stage of analysis. They are 
so content that they manifest no desire to alter it and, indeed, 
offer strong resistance to attempts on the part of the analyst to 
do so. This phenomenon is not peculiar to the analytical situa- 
tion. It appears unrecognised in every walk of life. In general 
practice, patients insist on treating themselves by means of 
transference, and the doctor, consciously or unconsciously, en- 
coinrages them to do so. Lawyers and priests similarly accept the 
transference of their clientele or parishioners, and it seldom 
occurs to any of these persons that they should endeavour to 
dissolve it. A continuation of his patients’ transferences with their 
resultant weekly or bi-weekly attendances in his surgery — a habit 
which they are hkely to continue to their dying day — ^is a state 
of affairs which the general practitioner accepts with the calm 
and equanimity bom of great familiarity. 

The psycho-analyst on the other hand holds the view that 
transference continuation represents a stalemate in the patient’s 
poAver to effect a more stable adaptation of his emotional needs 
to his reality life. The problem that presents itself to the analyst 
is when to initiate the terminal stage of analysis by telling the 
patient that it is drawing to a close and that he proposes to 
discontinue it in a few months’ time. 

In the meantime, through his interpretations of transference 
he is reconstructing the development of the infantile emotional 
patterns and by his interpretations of transference resistance 
he has exposed the infantile ego’s original fears. Thus he has 
conducted deep libido analysis and deep ego analysis. While 
he has been doing this he will have observed t-wo classes of 
events. 

One is a tendency of the patient to regress emotionally to his 
infancy or babyhood — very often even some baby habits 'ivill 
have displayed themselves during analysis. I have known 

3S4 
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patients to take to lying in the position they occupied in their 
cot- to walk in a babyish fashion in the analytical room, and 

*°The other class of events which he will have noticed is of an 
opposite nature, namely, a tendency for the patient to divert 
his emotional interests to extra-anaiydcal preoccupations. It will 
be noticeable that he is beginning to Uve more in the reality 
world outside the analytical room. He may have ideas of mar- 
riage or of starting a new business and may even have gone so 
fat as himself to suggest a slacking-off of the analysis. 

But the analyst must take the situation as a whole into account 
and must base his decision to initiate termination not only upon 
these phenomena but also upon the question as to whether he 
has adequately uncovered the Oedipus complex, and, m some 
cases the pre-Oedipus situations that preceded the develop- 
ment of the organised Oedipus situation. 

The terininal stJUgCj even, more than the transference stage* 
usually arrives more or less insidiously. When established it is a 
staee characterised by two important processes. One of these 
we may call “Ubtdwal weaning'', which means the encourage- 
ment of the patient to divert his emotional interests into extra- 
analytical fields. The other we may call "ego education". This 
means that the patient’s ego is encouraged to take over the 
direct control of his instinctual Ufe in place of the previous 
directors of this life. The first of these previous directors is his 
suncr ego with its characteristic archaic seventy, which was in 
charge before he came to analysis, and, to a decreasing extent, 
throughout the early stages. The second is its successor, which 
he gradually put in its place, namely, the person of the analyst 
in lieu of the original parents. . a . j . .. 

As an example of ego cducauon I am tempted to detail an 
analytical excerpt wliich is fresh in my mind as it occurred at a 

recent session. , r a j • i.- i 

After interpretaUon of a display of temper during his analy- 

deal session die patient said: 

“I present the pattern of impotent rage just because it 
occurred in my infancy. It was punished, but that only caused 
me to hold it in. Here I have learnt to let it out again, hut it is 
eoually incfrcctivc here; it brings me httlc satisfaction; it is like 
punching a feaUicr bed— some momentary relief to one’s feelings, 
but gets one nowhere.” 
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Analyst: “jVb doubt it is me you would like to punch. Would you 
like to destroy meT^ 

Patient: “No, perhaps that is what causes me to get into a 
panic. If I destroyed my mother because I was angry with her, 
I would have been terrified, however much momentary satisfac- 
tion it might have been. But how am I to get a new pattern to 
deal with this rage that surges up within me?” 

Analyst: “One has got to go back to the original pattern and unpick 
that before one has the threads with which to weave a new one.” 

Patient: “I cannot do that because it is in a knot. The only 
thing I experience at the moment is impotent rage, and I must 
either express it or suffer a feeling of utter impotence which I 
caU submergence.” 

Analyst: “What association of thought do you get to this feeling of 
impotent rage?” 

Patient: “At school I was ragged and bullied unmercifully 
and simply did not know the appropriate pattern of reaction. 
It was the same when I thought that woman was buUying me 
the other day. It was either a question of flying off the handle — 
impotent rage — ^which would have caused regrets, or it was the 
alternative of repressing everything so that I was equally incapable 
of dealing appropriately \vith the situation.” 

Analyst: “A present situation such as bullying provokes the old 
pattern. If all your energy were not absorbed in the resulting conflict 
{conflict between aggressive impulses and super-ego) then you could look 
at the thing objectively and say to your bullier: ‘ This is a very interesting 
phenomenon that you are displaying. Let us have your free association of 
thought to itr 

“The panic you spoke of is the fear that your ego will not be able to 
control the tendency to react with a display of violence or of impotent rage. 
At the same time, the energy of the rage, not being allowed an outlet, 
reinforces the feeling of anxiety. Whatyou e.xpenence is, first, rage striving 
for satisfaction and, second, you find this outlet inappropriate, discover 
that your hands are tied and experience a feeling you call impotent rage. 
The appropriate reaction for which you are asking me is this: Having 
recognised these affects, to bow to the superior power of reality.” 

Patient: “Yes, that is what gets me — a difficulty in bowing 
to the superior forces of reality.” 

An^vlyst: “Tou need a little more ego to deal with that.” 

Patient: “Perhaps I need a little more bravery to defy it.” 
Analyst: “The little boy did not have enough ego to adapt himself 
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to the reality of superior power^ and he is still rebelling impotently! 

Patient; “It is due to my having submitted to my mother 
unwillingly in the hope that things would ease up and I would 
be able to get what I wanted. But I could not wait.” 

Analyst: “Before you can adapt yourself you will have to learn to 
endure the tension of frustrated gratification.” , . . . .. 

Patient* “I see now what it is — matter of retaining the 
emotional reaction, and biding one’s time until the occasion 
arises when it can be discharged. In other words, it is *e 
question of one’s capacity to endure frustration temporarily. 

This is merely a Wnt of the early beginnings of the process of 
eao education. The process is the homologue of the upbringing 
of the patient for his real life as an adult in the community. 

We must here leave further consideration of this subject and 
mention some important matters not peculiar to the terminal 
stage of analysis. There are two special ifficulties in the 
nractical application of analytical techmque. One is the method 
of deaUng with defence-resistance, and the other -s matters con- 
nected with counter-transference and counter-resistance. Both these are 

‘■SftakeThe former first. Defence-resistance ■ 
can 4 defined as everything which mteri^eres with the operauon 
S free association of thought and with die progress of analysis. 
Freud classified it under five, groups. The first he called con- 
ventional ego resistances. These are usuaUy pretty “bwous to the 
Analyst, but in dealing ivith them he must remember that re- 
pression is a means of preventing amoety. 

The second he called transference resistance. This must beinter- 
nreted by the analyst. Provided the transference stop is pr^ent, 
dm analyst must deal with the resnted material which the 
patient is refusing to uncover by interpreUng it, in spite of the 

’’“ThcVhhd'Frcud designated as gain resistance. This is less im- 
nortant and represents the gains tiirough Ulness. This is usually 

dissipated during the last phase of an^ysis. , . . , 

The fourtii are super-ego resistances, which, though they largely 
disappeared during the early stages, cannot be completely un- 
covered apart from tile transference. 

The fifth or so-called id resistances, arc a mamfestauon largely 
of the com’pulsion to repeat. They arc analogous to instinct 
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activities and according to Freud indicate a phenomenon earlier 
in evolution than the pleasure principle, and are distinct from 
it. They require a great deal of working through and sometimes 
never entirely disappear. One is here reminded of the com- 
pulsive phenomenon of obsessional neurosis and the extra- 
ordinarily long time an analysis of this illness may require. 

The analyst should remember that the patient is not purposely 
bringing up these resistances, although he may be their mouth- 
piece, but he is as much under their compulsion as he is under 
the compulsion of the forces which cause him to have symptoms. 
In general resistances are dealt with by interpretation, but not 
insistence. The order of activity for the analyst is first encourage- 
ment, second interpretation and then silence. 

A number of alternative classifications for the phenomena of 
resistance have been vouchsafed. There is the clinical classifica- 
tion under \vhich resistances are divided into (a) obvious resist- 
ances, such as those of lateness on the part of the patient, lag in 
getting to the couch, pauses and evasions, rejections of the 
analyst’s remarks and so on, and (b) unobtrusive resistances. It 
is for the analyst to beware of these. He sometimes finds them 
only in retrospect as they frequently give no manifestation of 
their presence, not even protracted silences, the patient suc- 
ceeding in covering up their existence. Sometimes they show 
themselves simply by a slowing of analytical progress, also by 
tendencies on the part of the patient to offer vicarious sacrifice, 
or to produce screen symbols, such for instance as genital 
symbols in place of anal objects which are really relevant to his 
conflict at the time. 

Again, there is the classification under functional aspect of 
resistance. Under this heading we have processes, such as projec- 
tion, displacement, distortion, rationalisation, reversal, reaction- 
formation, counter-charge or screening and amnesia. Thirdly, 
there is tramference resistance, which is essentially a resistance to 
the memory work which would show the affects being experi- 
enced as due to situations in infancy instead of due to the current 
situation. Fourthly, resistances have been mentioned in relation 
to fixation points. These sort of resistances are said to be shown 
largely by the patient’s extra-analytical emotional reactions. 

Counter-Transference: The second important difficulty en- 
countered in analytical technique is that of counter-transference 
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and counter-resistance. For instance, the patient may project 
on to the analyst all qualities in himself which are repugnant to 
him. He, as it were, relieves himself of the disadvantage of 
recognising these qualities as his own by the simple, though 
paranoid, process of projecting them on to the analyst. In many 
cases his resulting accusations and disparagement and cnucisms 
of the analyst may bear a chance modicum of truth and, 
naturally on an emotional plane the analyst may not enjoy the 
experience He will then have to do some analytical toilet of his 
own so that these, often very stimulating, accusations wiE no 
longer arouse his own emotional tendency to revulsion, however 
determinedly suppressed. He must never retaliate either actively 
or passively. For instance, he must beware of excessive inter- 
pretation emotionaUy motivated, as this may prove on the un- 
conscious levels to be the equivalent of counter-attack or of 
sexual assault, if not of positive sadism. Conversely ^cessive 
silence when help should be given, may be an outlet for the 
Inalvst’s revenge tendency, or a reacUon-formaUon against 
mdtti trends fn himself. If.Uie analyst is ba.mng ™th such 
unrecognised affects within himself he will hardly be m a posi- 
Ton to adapt bis behaviour and remarks purely to the un- 
coLious requirements of the patient. Furier, the analyst must 
not from unranscious omnipotent phantasies of his own, or such 
Uke attempt to model the patient’s ideology in accordance with 

anv towards which be has a lea^g. 

WnaUv it should be said that mtdkctud acceptance of psycho- 
ana yucal theories is of Utde or no value when it comes to the 
OToLnal world, which is the real province of &e therapy and 
'rwhich the changes have to be effected before any^mg 
appmacliing complete analysis can be claimed Intellectual and 
thLetical structures break down utterly under the cmoUonal 
forces of a transference or counter-transference situaUon. 

The reader who has attempted to master the intricacies of 
psveho-analytical technique wdl probably be appaUed at this 
Teemingly impossibly ambitious programme. However difficult 
or ^possible it may be to put Uiis programme into pracuee m 
eniirctv and I must insbt that I have here expounded only 
‘tte mere outUnes, there is probably no harm in the analyst 
having it before lum as a eoumcl of perfecuon even if he has 
m CoKO in most cases its full apphcation, and modify it in 
accordance with practical expediency. 
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Occasionally major modifications have to be deliberately 
accepted and instituted, particularly when there are a large 
number of cases requiring attention and when the authorities 
in charge of hospitals and clinics are concerned to reduce their 
waiting lists and make room for other urgent sufferers. This is 
especially the case in time of war, and I shall therefore detail in 
the next chapter an account of one of my attempts to shorten 
the process in accordance with current requirements. A descrip- 
tion of this attempt may, at the same time, show us some of the 
reasons why psycho-analysts favour, so far as possible, an applica- 
tion of their full protracted technique. 



CHAPTER XXXI 


A CASE SHOWING SOME IMPLICATIONS 
OF SHORT TREATMENT 

Proloeue- With so many doctors away in H.M. Forces during 
those left to do civiUan duties in hospitals, clinics and 
nrivate practices found themselves over-burdened with a press of 
natients, and. in the psychotherapeutic field, with ever-lengthen- 
intt waiting Usts of sufferers impaUently hoping to begm treat- 
ment before their nervous breakdown was complete. So much was 
this the case that one of the hospitals at which I worked made 
a definite ruUng that only sueh patients as one could reasonably 
hope to cure by a short course of psychotherapy were to be con- 
sldered for treatment. Accordingly I adapted myself to that 
attitude and In certain instances sacnficed the ambrnon of 
tliLughness and completeness in favour of the ume-sa™g 
a tempt to deal ivith symptom analysis only, avoiding those 
oaths which lead to the deeper levels of the psyche in which 
Lvertheless still Ues the nucleus of every neurosis. 

The case here described is an instance of such a treatment. I 
doubt whether there are many examples more favourable to the 
ideal of the psychotherapist whose mind is focused more on the 
practical issue of reducing long waiUng l^ts than on die l«s 
oUous but equaUy practical psychopatholo^ of neuroses. The 
option arises as to how much reahty basis ^ ideal may have 
h, psychopathology and as to how much of it may itself be a 
product of ivishftil ihinUng. Our conclusions may, I think, 
safely be left to the results of the study of this reprcsentaUve case. 

Symptomatohffi The patient is a big. manly-looking fellow in 
the forties with greying hair, a charming smile and attmeuve 
social manners. He is weU educated, a doctor of philosophy. He 
has a wife and two children and was unUl recenUy happy in a 
fairly remunerative post. 

All tlris is now changed. He says: 

“Doctor, my sins have found me out. There is no excuse for 
niy conduct.” 


J9» 
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He goes on to tell an extraordinary story completely out of 
keeping with the general impression he gives and with his educa- 
tional attainments and responsible position. It reveals a deficient 
reality sense, particularly in the sphere of his private finances. 
He has for the past ten years become increasingly in debt, pre- 
sumably through an inability to control his spendings. He has 
tried to deal with these debts in various impractical ways, some- 
times by borrowing money from other friends to pay those who 
are becoming troublesome, but more frequently by wild ex- 
cmsions into gambling in the vain hope that he might in one 
sweep win back all his liabilities and clear the matter up in a 
day. These adventures have, of course, plunged him into further 
disaster, and have, during the last two or three years, led to the 
additional aberration of drinking bouts, clearly in the attempt 
to escape from an intolerable situation if only temporarily. 

It was towards the middle of 1940 that things reached a 
cfirnax. He obtained some bonus which had been expected and 
which he had promised to send to his wife to meet immediate 
liabilities. Instead, he cashed it himself and made another of his 
frantic bids to reach solvency in a day. He lost it all. Then he 
borrowed some money and made another bid and lost that as 
well. He says: 

That night I got drunk. I then absented myself from work, 
left London, and went round to various friends all over England 
borrowing money and trying to solve my problems by betting 
and not succeeding and then getting drunk. I went from bad 
to worse. I took to sleeping in air-raid shelters and railway 
waiting-rooms. The trouble was that I could not see my way 
back. I felt I shoidd get the sack unless I could straighten things 
out by some lucky bid, and no luck came my way. I did not 
have any food at all. I walked into the hills and did not have the 
guts to destroy myself, as I had promised I would do if the next 
gambling bid did not win. Finally I was found by the police 
wandering and was brought back to London. My employers 
decided to give me another chance. A man took charge of my 
financial affairs and we paid off ^300 of my debt in a year. That 
was in July 1940. s 

“It is difficult for me to give an explanation of all these things. 
I kno^v I am awfully careless with money. If I am with people 
I buy drinks all round and splash it about. I always spend what- 
ever I have got. I smoke far too much, nearly fifty cigarettes a 
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day. I tell myself I must stop it. I cannot afford it. And while 
I am thinking that, I find I have unconsciously ht another 
cigarette. I think the trouble is that I have never learned to 
control my spending. In some ways I am naturally a spend- 
thrift ... a sort of weakness of will. I never think where the next 
pound is coming from. I think there is a foolish streak of optimism 
in me, a feeling that God wiU provide. If I do start definitely 
controlling myself it comes to nothing for I suddenly spend the 
lot I spend quite as freely and foolishly when I give presents as 
I do when I am spending it on myself. It may have something 
to do with the fact that I never had any money as a boy, or 
young man, until the age of nineteen when I jomed the Army 
at the outbreak of the last war. That may have started me off, 
but there is no excuse for me now. 

“The drinking part of it I think is just secondary to the worry 
and difficulties I get into through the spending and the debt. 
I can see no way out, and then I have to dnnk to drown the 


trouble. . j • ai.* • _ 

“There is in me a curious resistance to domg things in my 
own interest. I neglect what would be to my pe™nal advantage, 
but work like a nigger for something that holds no advantage 
for me. For instance, for the Home Guard, or as secretary for one 
of my societies. I could not tear myself away from the Home 
Guard because that was something one did for nothing. I dunk 
I gloried in neglecting my own interests. I have done thirty-six 
houix on end when it did not concern me, but have been over- 
come with laziness at the thought of domg an hour s work diat 
would be to my own advantage. , . , . 

Hie War Jfemsis: So far die analyucal matcnal has given us 
no clue to the psychopathology of his aberrations of conduct. 
It is merely die anamnesis recorded at hk first consultaUon while 
he sat up in the chair explaining why he had been sent for treat- 
ment. M the psychopadiology was so obscure I suggested to him 
that we should have an interview on die following day in which 
he would be required to lie on the settee and record Ids free 

associaUons of diought. u- . . 

Presently he remarks diat he has always been subject to a 
recurrent nightmare— a nightmare which follows a prescribed 
nattern but has minor variations. The latest example of this 

oecurred a few nights before and is as follows: 

“My children, my wife and I arc all asleep in our beds at 
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home. I hear a noise and go down to investigate. I find the front 
door, the back door or the window is open. At one of these 
somebody is breaking in. When I am about to take action — ^in 
a state of cold terror — I awake. 

“The association of thought to that waking point, the cold 
terror, is; T am going into action ... I am going to be killed.’ 
But to teU you the truth, doctor, I would not be anything like 
so frightened in reality if I were going to be killed. There have 
been occasions in real fife, during the last war, for instance going 
over the top under shell fire. I was not frightened like I am in 
the nightmare. Not at all. My feeling was ‘if it comes it comes, 
I am ready for it’.” 

Analyst: '’'‘When did you start having these nightmares?^' 

Patient; “I think it was only at about the age of twenty-five 
or so.” 

Analyst: “You said you went through the last war. What age were 
you when you finished with the last war?" 

Patient: “Twenty-three. I had not thought of that before. 
It seems such a long time for the last war to be having 
any effect upon my mind. . . . Yes, there might be something 
in that.” 

Suddenly he jumps up from the settee and says: “I wake up 
from the nightmare like this with the same gesture of defence. 
(I had not noticed it.) A cold sweat. . . . Everything is coming in 
that waking moment.” 

He is asked to lie down again and continue. He says: “Yes, 
there is something, but I cannot recall it ... I cannot recall it. 
But there is something at the back of my mind. . . . Terror con- 
nected with a blinding white light." He gets up again and is 
evidently in a hurry to leave the analytical room. 

Several other clues gradually accumulated, all suggesting more 
or less clearly some traumatic experience incurred during the 
last war. Admittedly it was most surprising that a case which 
came for treatment on account of recent and increasing aberra- 
tions of conduct should so early in analysis produce material 
suggesting a war neurosis of twenty-five years ago. But it became 
increasingly evident that the patient’s emotions were most roused 
by material connected w'ith war and its activities. For instance, 
he says: 

“I admit that I have cheated my friends, but what I could not 
do, could never do, would be to cheat the national machine. I 
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feel Euilty enough, but what makes me in a rage is not what 
I have done, but the thought of certain persons I Imow who 
slack at this time and draw huge salaries. What couldn 1 1 do 

to themi . , c A A 

“I will never forget my emoUons at the first ArmisUce. 

‘ If ye break faith with us who die, 

We ihall not sleep, though poppies grow in Flanders fields.’ 

The Vicar at X spoke it at the unveiling of the war memorial.” 
Here for the first time during his treatment the patient breaks 

down emotionally and cries. . , c rr j 

He continues: “I took this as the guiding thing of my life, and 
I have always worked very hard wi* that in my nund. It was a 
very emotional day for me. Armistice Day, and then when this 
wS^came I felt 'that has done it’. We were young fools to think 
it was the war to end war.” 

“TtereTrewft'hings that disturb me very much; *e thought 
of the fellows who died for nothing, and the kids m the present 
war It hurts like hell when these kids of eighteen and nineteen 

join up perfecdy happy. I hate to see them. (Sobbings.) They 

“Though“there was not^ed to draw his attention to it at the 
time these are obviously associations to his own expenences 
Xn L joined up in the last war at the age nf nineteen. To the 
. w it sueeests the possibiUty that he may at that Ume have 
Xerienced a war trauma that inhibited his further emotiona 
Sopment, arresting him, as it were, at the developmental 

He continues'' “Some of us boys went out inthout firing a shot 
Xdered to France. I can now see the faces in the lamp-hght- 
;^l er scared, bright faces. It wi« svinter. One boy I always 
rXmber.” (Himself.) “He justdidn’t know wha was happen- 
^ him They all went out to France and they were all 
,„g to hum itiey an ... and I can see these boys 

Sno-i“““'‘^ 1 k-n,h 

® Then with violence: “I want a tommy-gun to HU the 
bJtards who don’t do any work. I am thinking all the time 
Xn I was invalided back fmm France and w^ musketn’ 
officer training recruits. I was twenty-two then. I had been to 
rmnee I had been in the war from the beginning. I got a 
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commission in March 1915 a-t the age of nineteen. I didn’t have 
a bad war as far as fighting went. In France for eight months. 
I was sent back with dysentery. ... I got it badly. . . . Went 
down to skin and bone and had many months’ sick leave, until 
I recovered and was sent to this training battalion.” 

The patient lapses into silence. On enquiry he says: “I was 
just thinking why I was so muddled.” 

Analyst: “This blinding flash you spoke of at the end of your last 
session. Does that bring anything to your mind?’' 

Patient: “Probably in France. I was in a trench- mortar 
battery in the line with different infantry regiments. It was a 
funny life. We had a billet just behind the line. We used to come 
in and out and reheve the men at the guns. Didn’t have a bad 
time ... I don’t think so. Just very cold and muddy. . . . Jerry 
shelling us. . . . Lost a lot of men. . . . Lost a lot of officers. . . . 
Just shell fire. Nothing much happening. . . . Just siUy trench 
warfare . . . fortress fighting. We would wander about no-man’s- 
land and occasionally get bumped off. The worst thing we ever 
had was round about Loos.” 

Analyst: “Tell me about that.” 

Patient: “That was a bad three weeks. I remember two 
craters. A mound with a dimple at the top {i.e. a hole) at one 
end — and another mound. Thirteen officers in our bunch 
started that three Aveeks, and there was one unscratched at the 
end of it. We just got blown about . . . shell-fire casualties. Some 
were killed, some just blown up and shocked. I was one of the 
unlucky ones. Twenty-four hours in the front line and twenty- 
four hours back. I would just get comfortable when my orderly 
would call me. There was a period of ten days when I didn’t 
get much sleep at all. One was not in too good fettle. Angry 
that I could not get near a Jerry. Acting as ordinary infantry 
carrying bombs up. We would come up on the road leading 
our men . . . under shell fire. I just went on and I got wounded 
in the end . . .just a little scratch. I do not know why the doctor 
sent me back. I went to him only to get a rag to put round my 
hand. The doctor ordered me out. I argued with him. They sent 
me to some convalescent camp for a Aveek or ten days and then 
I re-joined.” 

Analyst: ^^^Vhat about this blinding flash?” 

Patient: “Up in the right sap — a trench — tAVO great BaA'arians 
and me and a sap running forAA'ard to no-man’s-land. I Avas 
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ordered up there. It was a bad night.” 

Analyst: “What happened?*' 

Patient: “All sorts of things happened. First we found a dead 
soldier— a Jerry slung on the top of our gun, and then it got 
pretty hot. It was a bit noisy ... the batteries. We were ordered 
to fire and the men would not go to the gun position. I drew my 
gun and said if they would not go back to the gun I would shoot 
them Not very nice. So they went back. I drew my revolver on 
them They went back and did their stuff. Then I was ordered 
to go and look at the sap. I was leading. I was only a kid . . . 
iust nosing round the traverses. I suddenly found the men had 
not come on. They had stayed behind. It was pretty gnm. Jerry 
was giving us hell. Suddenly I met a couple of Bavarians round 
the comer-bumped into them. Phew! I was terntied. I got ho d 
of him It was so narrow that the other chap could not get hold 
of me Neither of us could draw a weapon. We just started 
wrestling Then the whole works went up in a blinding white 
flash. I tiiink the one I was wrestiing with was blown to pieces. 
Now I remember before that, in the hght of a Verey flare, I 
suddenly saw two or three more Bavarians cormng up. But this 
shell or trench mortar put paid to aU that. When I wohe “p I 
was all in amongst his guts. I shpped m his guts. It was all blood 
and mess. There was not any trench left . . .just a hole. So 
I went back and found the other fellows waiting for me 
right down the trench. I cursed them. They made off up the 

'"'This subaltern of nineteen years of age may have been 
obviously and conspicuously unbalanced dunng thae events, 
and this may be the explanation for the apparently disloyal 
conduct of his men. Possibly they were more frightened of him 

than they were of Jerry. it i- i a 

• -‘I do not remember much about rt at all. Dayhght was just 
breaking and I was messing about with a ^n when that nose- 
cap came up and hit me on the back of ^c hand. It was the 
mmning of that same day. I got into the dugout and was told 

to go to the doctor and get my hand wrapped up 

At the next session, which was his fifth, the patient said: I 
rcallv must tell you of the extraordinary expcnence I had when 
I came out of your consulting-rooni Jt^lerday I crossed tlie 
road and stood in front of Ckiutts Bank. I felt quite dizzy, 
stood for a moment or two and did not know where I was. I 
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thought, ‘That taxi is the wrong shape, and what is the matter 
with that bus?’ And then I thought, ‘How do I get to Gray’s 
Inn Road?’ ^ 

“Now, doctor, I had no cause to go to Gray’s Inn Road, or to 
think of it. My lodgings are in a totally different direction. The 
last time I was in Gray’s Inn Road was in 1916. It followed up 
the story I had been telling you. After I had been wounded and 
had gone back to duty, within a week or two I got dysentery 
and that led to my being sent home to the Royal Free Hospital 
in Gray’s Inn Road. The curious thing is I was thinking all 
that was the present-day reaUty. Finally I pulled myself together 
and got to the tube. I felt terribly tired. I was turning things 
over in my mind (probably he means in his stomach!) and then 
I found I was walking like an old man.” 

The patient then broke into a violent diatribe against poli- 
ticians and others whom he says “have betrayed my generation 
and this one. I would call these years the Great Betrayal.” 
(Consistently with the ideal of Short Treatment I refrained from 
interpreting this as hostility to the analyst.) 

He continued: “I was quite all right until the beginning of this 
war. I was in a bit of debt, but my wife was looking after that 
part of it and we were quite happy together. In fact, we were 
pulling round, until the war came. It was then that I took to my 
gambling and drinking and made matters worse. I became very 
unsetded in my mind. The job I was doing did not seem to me 
worth doing in war-time. I felt I should be in the thick of it. 
That is why I overworked in the Home Guard and neglected 
my other duties. 

“This reminds me of when I was wounded in 1916 after the 
white flash. I was sent to a convalescent camp where I slept 
solidly for three days and three nights. When I got up I was 
there for another week. It rained. We all just sat inside and 
gambled with cards — Vingt-et-Un — all the time from breakfast 
till after midnight, and drank as much whisky as we could get. 
/ won a lot of money. Finally I went back from there to my crowd 
and into the line again. Almost immediately I got dysentery. 
Some of the men got diarrhoea, but my diarrhoea went on and 
on till I was reduced to skin and bone. In the end I was sent 
home to England with it.” 

• This indicates the exact degree of his insanity during the experiences he had 
just related to me. 
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At this point we may permit ourselves a few interesting 
reflections. We may recall that this man had come for treatment 
on account of a sort of financial diarrhoea and entanglement in 
the finances of his friends. This aberration of conduct seemed at 
first sight to be inconsistent with his character and altogether 
an unsolvable mystery. He has uncovered a traumatic war 
amnesia the content of which included entanglement m the 
“guts” of the enemy with whom he was wresding for his life. 
He has now reminded us that immediately after this he gambled 
(and drank) from morning till night and won a lot of money. 
He has also called our attention to the fact that he subsequently 
suffered from continuous diarrhoea, officially called dysentery, 
but which we may now be jusUfied in suspecung of having an 
hvsterical origin. IncidentaUy, we should remember that this 
“uncontrolled spending” procured lus release from the intoler- 
able war situation. In this instance it has caused h^ release or 
suspension from his job. We may speculate as to what bearing 
dl this may have had upon the conduct which, _ though not 
entirely quiescent up to the outbr^k of war, received its chief 
toS and exacerbaUon only after presen hostihues com- 
impcius nnconsciously to procure his “release’’ from an 

SmLrmeLt"aUonIa f r witWn his mind? He had 
sc eened the awful amnesia of the sap by his hys tencal diar- 
rhoea, and subsequenUy years later by his financial spendings, 

debts and drink. much the first war hit 

He „rh™e .0 do it again. Then thU war 

me so long as unprepared. We sent a small force to 

came. I German Army. We called them the heroes 

meet the mig tailed them and now we send up boys 

of Mens. It w^ a" Butde of Britain. IW slaughter 

half a dozen times a 

them. If we ha rouses in me — and the last 

is the raaljjtS f “ j am focusing my attention on external 

one But I S PF ^omeildously keen on England and the 

Srufeo“uimkind.IamU.ewmn^^^^ 

:;'uS aSou'tmy private ^aus. thinUng I will put things 
right by some at recognising his displacement 

anTpr^rcS mechanism, but this reeognilion has no. m far 
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prevented a continuation of the process. He was asked to re- 
member more about what put him in that extraordinary state 
when he left at the end of the last session. 

He says: “It just happened, I suppose. We had been talking 
about the war . . . about that beastly time in the trenches having 
to do with the Bavarian, the poor devil — getting blown up and 
my gettiag mixed up with his innards. I have never told that to 
anybody. I would never have told you I was blown up. I wonder 
if I had-forgotten it. It was just a bright white. light that came 
into my mind after you had asked me- when I first got those 
nightmares. When this war came on I wshed I had gone with 
the others (the dead) instead of being with these fellows just 
foohng instead of getting on with the job. They used very big 
shells just at that time when I was hit. Banging off morning 
and night. I wonder why the doctor sent me down to the base 
hospital instead of back to the trenches. I did not want to go 
down to tlie hospital, I wanted to go on with my job, to keep 
on doing it. I remember him putting his hands on my shoulders 
and looking me in the eyes. He said, ‘You have had enough for 
a bit, yoxmg man.’ I told him not to be a bloody fool. Curious 
that he ^vas not annoyed by a young subaltern talldng like that.” 
Then impatiently, “Pooh! It was not anything. I do not want 
to. talk about it. Just a litde set of trenches in front of a mining 
village. Apdy described in the usual bulletin ‘nothing to report’. 
Just silly devils messing about in two sets of trenches . . . trench- 
mortar battery . . . little trench mortars we had . . . thoroughly 
unpleasant . . . nothing to matter. The men were not very happy 
there. It was tiring. The continual shelling and messing about 
at Jerry . , . who was only twenty yards away at certain points. 
They did not like it. Qiiite grown men did not like it. It was 
very noisy all the time and hard work. Not much rest or sleep. 
I slept for days when I got back.” 

Analyst: What did the doctor see in your eyes?” 

Patient: The doctor often has an understanding eye. I was 
out. Out on my feet. ... I could not have stood much more. I 
\vould have done it. ... I knew and he knew that I kne^v that 
he knew.” 

Analyst: ‘^What had happened to you?” 

Patient: ‘*Two-thirty to 3 a.m. the Bavarian and explosion. 
Then I was cleaning my guns. Mac had been hit the night 
before and therefore I could not lie down. Then, at ‘Stand To’ 
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at 6 A.M. I got wounded on the hand. I saw the doctor That 

was three and a half hours, 

“Do you know I have not thought about that doctor for 
twenty years and now I can see his face, I slept for three days. 
In the next bed to me was an Army chaplain with a beard and 
I can see his face now.” 

Surprisingly enough the patient then mentions the fanancial 
muddle he is in and makes some reference to his wife and lapses 
into silence. On enquiry he says, “I was trying not to think 
about France and the trenches in front of Loos.” 

Up to this stage of treatment we had had only six or seven 

analytical sessions. ... . 

Rrferences to the war traumata recurred during subsequent 
sessions as foUows: “I had told you, doctor, that I had never in 
reality been frightened like I was in my nightmare, that cold 
terror. I thought then I was speaking the truth, but I had for- 
gotten. Since talking to you I have rem^embered that I was 
always very frightened in France really, but you could no le 
your men taow that. I always wished I was a bit older m that 
war. Perhaps I would have been more cold-blooded about it. 
Akalystj ** 7(11 JTit about itt , 

“I remember sitting in a dug-out m 1916 full of noise and 
shell-bursts which had gone on forso long. I got more and more 
het-uo I remember suddenly thumping the table m a rage and 
.iLuine out ‘For Christ’s sake stop that bloody noise , and then 
ooking up at the circle effaces and realising that deHnitely that 
not L thing one did. I had betrayed a stress of feehng tha 
le should not have betrayed. Just momentarily. I was ashamed 
rfit I did not want to die, but it was more the b^dy noise and 
X'auon all the dme. One hved with the noise. It was un- 
Tleasant . if I had been a braver, stronger man . . . one hved 
S dcai bodies and joked about i«. d not the way you 
had been brought up . . . and then I had betrayed my feelings, 
ftned not to do that again. It WM belter to be alone. So I was 
alone as much as possible although I was scared-because I was 
seLed and being alone made me more se.ared. iHways since 
then I have insisted upon being alone because 1 did not want 
cm to know the sort of fellow I was. Because I was putung up 
, . -11 il.e lime . . . that is how it seems to me now. Flic 

“ ea?ihinK was not to be found out. It astonished me when I 
® t to France and found that I w.-is not as brave as I Uiought 
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I was. Then that struggle in the sap. I ^vas absolutely terrified 
just before that shell went up. I was more utterly fidghtened 
than I had ever been before. Just in that black split second . . • 
as bad every bit as the nightmare. And now I remember later 
when that bit of shell hit my hand I was really glad. I think that 
doctor sent me down because he saw I was just scared stiff. 

‘T was nineteen. At home adoring sisters and mother think 
you are a great fellow — they do not know what you really are — 
tiU you get the habit and have got to believe it yourself. So 
when you come to anything that makes it difficult for you to 
believe it, you avoid it instead of meeting it. Now I know that 
this — ^not facing up to things — was the reason for my drinking. 
I told myself I did not know why I drank, but now I know 
would not face up to things. If you have a drink and ar^ 
drink you feel like what you want to think you are: a he! 
great fellow — and so you get drunk again.” 

The ^^Cure”: At the next session the patient continues: “I am 
beginning to think that aU my past behaviour, drinking and 
gambling and getting into debt, is not necessary if I admit to 
myself T am a co^vard, I am a liar, a thief and so on’. I have got 
to do it that way, and so now it doesn’t worry me. Now I feel 
that I %vill just accept it . . . and get some straightforward living 
again . . . and get my debts paid off. This is difficult, having no 
work to do, but in spite of these reality difficulties now I do not 
mind — now I can do it.” 

It appeared from this material that the patient is beginning 
to feel that a recuperative process has set in — that he is on the 
road to cure. This impression is confirmed by the material pro- 
duced at subsequent sessions. 

He walks eagerly into the consulting-room and immediately 
relaxes. In spite of a rather protracted silence his expression is 
one of peace and contentment. 

On enquiry he says: “Well, I was thinking that I am chiefly 
surprised. I am. surprised that I feel a contentment all the time. 
I am surprised to find myself ... I cannot say happy . . • y^t 
content to jog along. Then it occurs to me that I should not be 
feeling like this, living as I am away from my family. Yet I am 
not able to shake myself out of this condition of bovine content- 
ment. It is very unlike me . . . usually I am on the go all the 
time. But this is a very pleasant state to be in. In any case I 
cannot shake myself out of it if I trv' . . . and I do not want to 
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try I am quite happy to wait for whatever comes along. My 
d 4 'ts I seem to be content to leave to some future occasion. 
And my difficult position . . . 1 tvish of course they would get 
it settled up one way or another.. ... 

“I have not much to talk about really. The war does not seem 
to worry me at all ... as it used to do. I have just a feehng m 
the upshot of the war that I never previously had— not since 
the beginning of the war. Why should I not have any wants? I 
do not want to go to the pub or for amusement or anything. I 
simply cannot understand why l am in this contented state. 

Analyst; “Any ^ . ,, , ^ 

Patient- “No. I have not thought of anything at all. I am 
astonished. I am surprised, but not terrific^^ so-just calmly 
surprised. You see I have always felt something must be done 
about It. Things used to rouse me to the thought that something 
must be done about them immediately. Now l am merely sur- 
p&ed that I no longer feel that desperate need to get up and 
do something.” 

“TSinnot answer your quesUon at aU. It simply 

“ Stir a considerable quantity of similar material the patient 
agrin lapses into a contented silence completely without any 
trace of anxiety. On enquiry he says; 

“It is very pleasant to be just lying here. 

It is evident that he has given himself up to die transference 
1, , with a view to as short a treatment as possible I had decided 

to av^d anyCusference interpretations. Neve^ 

St that the pleasure iu just lying here could hardly be left un- 
molested, so presendy the paUent tvas again asked to say what 

‘'s.’^l’was nearly going to sleep. From tills half-sleepy 
uatc I tiunot bring anything up for you e.xcept one dream of 
State ^ j been here. Since then I have not dreamt, 

utt to how >“u how contented I am I ivill teU you that I cannot 
remember that dream at all. How ev«. I wrote it down at the 
• onri tTvou Nvant it I %vill unu it. 

“TMOres^ed a desire to hear it and die patient with some 
rclucTancc bestirred himself to find the slip of paper. Tins is 

” “You mi^I°wcrc in an onlmary doctor’s consuldng-room. I 
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was dressing after a physical examination. You said to me: ‘It is 
quite a simple case. You have got a lesion of the spine. There is a 
growth of bone on the outside of the second dorsal vertebra 
between the shoulder blades. I will soon cut that off when I get 
you on the table, and then you will soon be all right.’ ” 

(End of dream.) 

“I awoke at that stage and I can remember now that I smiled 
happily to myself. I punched up the pillow fixed it in a hard 
lump between my neck and shoulder and went off to sleep again. 

“I am surprised now that I had completely forgotten that 
dream because I dreamt it three times.” 

All the patient would say about this dream was that it con- 
firmed his impression that he was now cured and had nothing 
further to worry about. On being pressed to do association of 
thought to the dream, he said that the growth of bone on his 
back was the load of debt and worry and disgrace which he had 
been carrying all these years. It had now dropped from him or 
been taken from him by me and therefore he smiled so happily 
on awakening and promptly dropped into this contented sleep. 

At the next session he continued to luxuriate in a feeling of 
well-being, at the same time producing no analytical material 
whatsoever. These are his remarks: 

“It is puzzHng to know why this change has taken place. What 
have you done to make me feel like this? I have rummaged my 
mind \\'ithout effect. But that there is such a change in outlook is 
very' definitely the case and most certainly I do not want to 
change it. I am quite satisfied to come here and lie on this settee. 
But I expect that very soon I shall become a bit impatient to get 
on with things. I am becoming increasingly convinced that I am 
quite cured, and that is why I have nothing more to talk about. 
Of comrse that may make it all the more puzzling that I am still 
eager to come here. I still like coming. 

“I am still cogitating upon my changed outlook . . . although 
I know that I am well. For instance, walking along from here 
yesterday I found myself arguing ^vith myself as to whether I 
should have a drink or not. My impulse was to go and have a 
glass of beer, but something in me said, ‘You dare not, you 
simply dare not; you know if you have a drink you wU have 
another and when you go home from work you will start drink- 
ing again’. Finally I went and had just one drink and I did not 
want any more, and in the evening I had no impulse to have 
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another drink. That is to say there was no conscious effort to 
restrain myself, it was just a normal fellow having a drink 
because he wanted it. That has not been the case for some years, 

especially for the past two years.” 

ANAiYST: “What would have been the case. , , „ , 

Patient- “I would have had as much as I could afford until 
I was desperately late for lunch and that would have left me 
with a craving for it when the pubs opened again, and so I would 
have gone on until the next day drinking and dnnkmg. Since 
rtiey took over my finances they have not aUowed me any money 
to drink with and I had promised not to enter a pub So you can 
see why I was interested in my perfecdy normal belmwour. I 
did not^el I was doing anything I should not do. I felt it was 

the normal thing to go and quench my thiist. 

■‘Further to confirm the reality of my changed condition I 
can tell you of another curious expenence I had yesterday after- 
nooTlwanUd to cuddle a baby of twelvemonths. That is extra- 
noon. ® h^»rause I do not like babies— not unUl they can 

W^talk I^tHnk I have always dishked babies because my 
walk and talk. I tonx 1 n fuss of them. She used to say ‘Oh 

mother alway sweet?* when it looked like a boiled 

the litde da S ^ mother and I disliked tlie 

lobster and smelt. I du ked u I 

d^Mtewtked the baby a®nd wanted to get hold of it. I cannot 
defimtely liked the departed quickly like tills." 

“a few sessiom liter he remarked that he was liUng people a 

“qt is Tmal'chalge’ frlm goidng hot ^d bothered Ind want- 

social fabr t ^ j 

other people d . P j jt was lhat week when 

start not ™"d.ng ^ato^“ P j^P before last. I fee! that 

you gave me five ^ , d,at I shall have nothing 

further to o i l,as just happened. I have been feeling like 
not a now andTn betiveen the times ofeoming 

this for rj. y it is a complete sUid permanent 

rn^lTeU m r^cL ‘The Ship that Found HeisetP, and 
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that I shall always be smiling and happy henceforward. 

“But now the thought comes to me that I should not have 
told you, that I am reluctant to tell you, in case you say there 
is no further need to attend. Strangely enough, for some reason 
I cannot understand, I very much appreciate coming and having 
these little talks with you. I would miss them very much indeed. 
In fact, I do not think I could yet reconcile myself to the idea 
of giving them up. Once or twice I have been a little concerned 
lest the idea should occur to you. This thought is the only thing 
that has occasioned me the slightest anxiety since I felt so much 
better. Anyhow, be that as it may, there is no doubt that I have 
found myself and am cmred.” 

It seems from this material that the patient has one symptom 
left and one only, and that is a need to attend and see his 
analyst. It might be argued that this corresponds to a very 
natural human tendency common to all persons in normal 
health — everybody must have someone, relative or friend, to 
whom he can go for companionship and intimate discussion; 
there is nothing pathological about it. All we need now do is to 
transfer this friendship to some person other than the analyst, 
someone such as wife or friend, and, as the patient assures us, 
“all is well for evermore”. 

So perhaps we may congratulate ourselves that here, in the 
course of a mere dozen and a half sessions, we have arrived 
at a position which can confidently be regarded as cure, and 
we may pause for a moment to reflect how this has come 
about. 

It seems that in the unearthing of this war trauma, and in the 
bringing to consciousness of the content of the amnesia associated 
with it, we have found an explanation for the patient’s hitherto 
incomprehensible delinquency. The operation has been com- 
pletely successful. The nucleus of this evil growth has been 
eradicated. The wound is healed, all our problems are solved, 
and it remains only to bid the patient goodbye. 

The Relapse’. Unfortunately for our prognostications and for 
those of the patient, though his dream of the operation suggested 
to him that cure ^vas complete, the amputated tumour, like life 
itself speedily showed signs of malignancy. Within a few sessions 
it was growing again. 

The patient says; “Last time, I went out of here reciting ‘The 
Sliip that Found Herself’, and smiling away to myself, but in 
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the meantime I have reaUsed that this is not quite true because 
I have had for the first time since my treatment started a mood 
of depression. Also I have felt truculent and rebelhous. 

“This morning I resented the thought of coming here. I re- 
sented the life I am living with all Aese people controlling my 
money affairs and so on. I had the impulse to chuck the whole 
of this treatment and just go off in my own sweet way and 
enioy myself. All that restrained me was an impulse of fear. I 
thought of not having enough to eat and nowhere to sl^P- 
do not know any reason for this sudden change of mood. All 
I know is that I am impatient with life. 

And thus we are introduced, whether we like it or not, to 
that period of early life when the tumour first started to grow, 
whL such instincts as were not graUfymg to the parents began 
m develop and initiated the beginmngs of rebellion against 

^’’^In'fheHghrof these new CTcnts it is >“8^ that we took 
stock of the situation and obtained a truer and ful er imight into 
u 1 Uns been haoneniug in the patient’s mind-mto the deeper 
what has b PP^.^ particularly into the psycho- 

pa&Wofth^proLesthatbroughtabouthisstriUngillusion 

“^Ibe'improvement shown by the patient at that happy stage 
of InS when cure seemed assured, though seemingly due to 
dm Sng to consciousness of the repressed traumauc affects 
belon™ng to his war experience of twenty-five years ago, are 

really “,5“‘^cpr«md^rar affects bound to the repressed 
It is^ this. P released from repression. With 

T^TsWr^of repressed affective energy has been releiued. 
them a P . ^ xhe imtiai positive 

e“ fto aXt hi been reinforced. In other words 
transference to imago. Therefore he can regress to 

he has fbtmd a g a]] „ell. That is to say with- 

infancy, ’'•‘^Pf without any need to deal with amocty by 
out “jty Gambling, and widiout any need to dramaUse it 
hrgettigtto® d”bt and trouble. He is an infant leaning eon- 

icntcdly “P™ ‘*1^ ih'e'dang'er of"tb= situation, he is not really 

anlnfant. and unllU the infant he does this only by die sacrifice 
of genital sexuality. 
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Admittedly at a later stage of development the growing child 
would similarly be asked to sacrifice or repress tendencies to 
sexual development on a genital plane. This is where rebelHon 
begins. Hitherto in this transference situation we had not arrived 
at that stage. But if, with the patient and in accordance with the 
inadequacy of his own personal analysis, the analyst is content 
to luxuriate in this self-appraising situation, he is courting 
danger. He may, of course, dismiss the patient, but in that case 
the only difference is that sooner or later the danger will develop 
outside instead of inside the analysis. It will be called one of 
these unaccountable relapses. The danger is due to the fact that 
this improvement incorporated in the parent-son situation is 
maintained only by a repression of genital sexuality. All the 
unconscious hostile attitudes of the child-parent relationship which form 
the basis of the whole neurotic structure {and which are responsible for the 
conflict from which emerge both anxiety and the rebellion) have not yet 
been even approached. 

No doubt if the regular analytical attendances continued un- 
interrupted the patient would repeat his original development, 
progressing from the contentment of babyhood (cf. his desire to 
cuddle a baby of twelve months old — himself) to the ambivalence 
of irfancy with its Oedipus conflict between castration and re- 
bellion. The stage we had reached was that in which, having 
obtained a strong positive transference, he solved all his problems 
by a regression to earliest babyhood. Nevertheless, in keeping 
with the ideal of short analysis I here proposed to let him go 
simply by the expedient of not encouraging further development, 
by not bringing out his negative transference and avoiding the 
need to analyse his as yet unexpressed hostility. 

these theoretical considerations are justified is borne out 
y the material the patient began to produce before he could 
be persuaded to discontinue analysis. 

It is here noteworthy that although he was saying little or 
notWng this patient was obviously quite happy to attend for his 
sessions as often as possible and to lie on the settee in blissful 
contentment, his expression seeming reminiscent of the happy 
baby put out in a pram in the sun. 

In sharp contrast to this is the usual analytical situation of a 
speechless patient showing every sign of anxiety, and, in spite 
of a relaUvely early stage of analysis, insisting that treatment is 
at an end and demanding to be released from attendance. This 
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was the position of the patient described in my paper on 
“Analysis of a War Neurosis”.' This is a sure indicaUon of 
developing negative transference. Hosdlity is breaking through 
repression and calling for analysis. But the hosUle patient makes 
every excuse or rationalisation to leave the analyst, for his 
pr^ence is a source of anxiety. . j * * 

In this case on the other hand such a stage had not yet been 
reached. The degree of regression was to an age of infMcy when 
all was blissful before frustrations or conflicts arose. He was in 

"°NevShelerwLher we Uke it or not life, like time 
marches on. Instincts, however disturbing to the parents need 
S have and keep a dependent baby, come into being and 
according to their prescribed phylogenetic pattern. 
Thm Smllict anflogous to tLt of the maturing bull tvith its 
progeni tor, is the order of life. The offipnng if he is to be a man, 
^ «!• ini-pr shows truculence and rebellion. 

“in association to the affect of uuculence and rebellion the 
paUent says: “I have always been a rebel. It is a natural 

"Senly he cries aloud: “Leave me alone.” I ask him: "Is 

%eTayt‘'“Norit^t"’=“ddressed to my parents in adolescence, 
“^he visual iW wns the house where we hved for years 
r ^ il,, Inst war when I was Hftecn. I was living a double life, 
before ‘‘'= . religious life that I did not believe 111. 

paying hp “ ^nd a deacon of the Church. In the 

we hvorin his family were the centre of 
small comm ty ^ standard. For instance 

‘'ll Sol was ttboo. Them was a pretence going on all the 
aU " r.,,iidhood . . . almost unbelievable . . . the narrow 

ume . . . that ,,,jn take a drop of 

ngid conduct . . • P P aruficialily on my life. One tended to 
brandy. ^ rding to certain artificial sUndards, but the 

hve outwardly S religious beliefs 

^“fd'^'not Umv niat yen can substitute for them. Perhaps it 
go I do I was not very happy . . . m 

was because tl y ^^d Almighty Fallicr, but 

an insecure sit jy^r-ego.) It astonUhed me when I «cnt 
lo France'io find that I was not .as brave as I thought I was. At 
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home I had managed, the lip service fairly well. My desire was 
forbidden fruit and wild oats, and as soon as I got into the 
Army I was having a jolly time doing all the things I was sup- 
posed not to do. Drinking chiefly. Freedom from restraint. I 
could even talk to a girl without arousing comment. All this had 
been impossible at home. I naturally get my back up when I 
am asked to do something.” 

Analyst: ^^Free association?’''' 

Patient: “I won’t. Why should I? I often felt like that when 
I was a boy. The association is mother — an early period of my 
life at the age of twelve, or rather ten, a sailor’s suit with a 
blasted blouse which was much too young for me and I hated it 
very much. I am walking from Sunday school with my mother. 
It had been bought and cost money which could not be thrown 
away. 

“As a Boy Scout mother sent me out with heavy woollen 
combinations under iny shorts. That was at thirteen or fourteen. 
At one period of my life I had to wear small women’s combina- 
tions with their insets at the breasts. My God! That did annoy 
me, but there was no way out. I was absolutely mastered. I was 
in a frightful temper . . . high dudgeon and bad temper. I 
refused to come out. . . . But I was frightened of my mother. I 
was pushing the bed towards the door to barricade myself in. 
I was very angry indeed. Then comes the association that when- 
ever you did anything you ought not to do, you scored a point. 
You deliberately rolled up the legs of the combinations and got 
your knees wet to get rheumatism.” 

At this point I reminded the patient that his truculence was 
about coming here to his analysis. Mother was making you wear 
these female garments. You felt that your mother was preventing you from 
being a man. What am I doing to you?" 

Patient: “You are making me talk about myself. It is not a 
habit of mine. Before coming here my double life was a secret 
to me. Then comes the thought that I do not want to be 
‘harmonised’. I want to go on being bad.’' 

Analyst: “A sounds as though I am preventing you from ‘being bad' 
just as mother was preventing you from being a man." 

P.\tient: “Yes, that is it. That is what I am rebelling against. 
I insist upon being bad. I will not be harmonised.” 

An.\lyst: ‘What does ‘harmonised' mean?" 

Patient: What mother wanted me to be and what I refused 
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to be. There would be nothing in life worth living for. It seems 
it was only worth living to be bad. ^ . 

Analyst: "What is this badness you insist upon keeping; 

Patient- “Oh, that I don’t know. The only thing that makes 
life worth living. But I must say it has been responsible for all 
my troubles ... all the burdens I have had to bear these 
later years.” 

Analyst: “Is that the thing I cut off in the dream. 

Patient- “Yes. that is it. and I thought it was a cure, but I 
don’t want your bloody cure. I will stay as I am. thank you very 
much all the same. I am going to keep the bad thing just the 

Analyst: “And not be mother’s Utile boy? 

Patientj **No» blast you! ^ 

“When you said that ’mother’s little boy’ stuff it caused me 

a flash ofresentmeiU.” . 

Analyst: what was it I did tn the dream. 

^^ENT- “You cut off the bad thing. And yet m the dream I 
cannS understand why I let you do it Why I seemed so utterly 
cannot uii , ^ contentment— 

“ikd up that pdlow into a ball and tucked it firmly between 
‘ APck and shoulder and immediately went to sleep like a new- 
born btby it thifin real life. When I sleep I hke the pillow 
under my shoulder ... I snuggle into my pillow. 

‘T suOTOse I had found something else instead of my badn^s 
wbierseLed to me to be more than a compensation for It. 

■■T amtinking that I am in chapel with my mother I used 
to sleep by her side and put my shoulder under her forearm 
-.u head on her forearm so that her forearm would press 
bett”n my teck and shoulder and that U eeaetly iv^re I always 
Z Z pillow now. 1 must have been veiy smrdl. I still do it . . . 
II Ll bell out of my pillow, punch it up into a hard lump. 

lam worS about the dUgraceful state I leave my 

‘'■'•'Nmvt can°smeu‘theTmeU gloves ... I feel that I am 

“Vvhen dlVl staJunSing hel^ out o® my pillow? Only dur- 
- .1,1 Hit ten \c.ars. It seemed connected with the time when I 

lulled geuins Foperly messed up and worried to death. I sup- 
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pose my badness had led me into trouble so I had it cut off and went back 
to the pillow.” 

Analyst: ‘’’Would it be about the same time that you started to need 
a little consolation in drink also?” 

Patient: “Yes. What came into my head then was simply 
food . . . the sandwch tin we used to have when I tvas three 
or four years of age. I think I must have been quite hungry 
often at that time — three or four. The lump on my spine in the 
dream ^vas between the shoulder blades — ^four or five inches 
below the base of the neck. Perhaps it is the imagery of too 
much on my back — a load on my back — that makes me different 
fiom my fellow men. Most of them regarded me as a criminal 
when I was given my second chance. Having to have the 
deformity removed makes me think of the deformity of differ- 
ence and bad conscience, having to have that removed. That is 
the thing that makes me different from my feUow men — a feeling 
that strangers in the street would feel I was not a decent 
honest person. 

“\Vhat an a-wful load of guilt-feeling I have carried until I 
came to you for this treatment. And now it seems I am fed-up 
Nvith you and this treatment and -svith these people who are 
wanting to remove my load of debt. I have felt rebellious and 
resentful ... as though you had taken something good away 
from me although I call it something bad. I suppose the feeling 
is that I cannot go on for ever with mother’s forearm tucked 
between my neck and shoulder and feeling in a blissful state of 
health. There is something else stirring in me . . . something 
^vhich made me go out and get dnmk and get into debt — the 
lump has gro^vn again. But I must say this for myself: that ^vith 
all my badness I have never gone out womanising or \vhoring 
as it is sometimes called. I have always been completely loyal 
and faithful to my wife. We have been parted a great deal, 
especially since this war started. It ^vas while she was away 
that I had that bad bout of drinking and gambling and borrow- 
ing money and even wandering off until I was found and 
arrested. But I was not seeking any sexual adventure. It is only 
drink and the excitement of gambling.” 

Analyst: ‘'So I see that if the lump that will grow in spite of 
mother’s attempts to stop manhood is not the phallus, it is nevertheless a 
rebellion against mother and her successors — a rebellion that makes you 
feel like a man. Tou are not sufficiently disloyal to seek another woman 
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but you compromise by seeking drink and other liberties. Or perhaps the 
same liberties are compromises between the primitive excitement [sexuality) 
and the substituted or cultural ones connected with money. You get the 
excitement, but not sexually. Early in your analysis you were so pleased at 
having found mother again that yon readily gave up your lump of badness 
—your manhood rebellion— and came hack to he on my settee and smiled 
blissfully as you did in church whenyou nestled against your mother. But 
it could not last for ever; babyhood cannot be a perpetual state. So latterly 
you have been repeating your rebellion against mother which was con- 
current with the growth of your sexual impulse." ^ 

Growing Up\ At the next session the patient brought me a 
dream. He explained that it was different from his typical night- 
mare which he had not dreamt at all since the early days of his 
treatment, and that was very surprising, as for ten years or more 
it has recurred pretty often. But this dream of the other night 
suggested that he was going to approach the mghtmare dream. 
He savs* “But it was different in some way. I was in that room 
£ the house at Norwich where we lived when I was seven or 
eight It had french windows overlooking the garden. The maid 
w!» there just as she used to be. I went through the house 
Ts I did in the nightmare dream, but not in a state of terror. 
There was no fear. Only my memory would say that something 
(t l e nightmare) was going to happen and I had to go round 
the house to see that it would not. The scene disappeared com- 
oletely and I seemed to sleep on without dreaming any more 

In association he says: <‘I now say that I might be going to 
6rZm the nightmare. I keep on resuung. Finally I am dnven 
to dmlast auk. Then comes the blinding flash and I am waking 

“‘’••We““'LecTe°d that with the 

knocked me unconscious that dreadful mad night. 

Ams-'CST: “What is new m this pwlicular dream. 

plraNT- “That room at Norwich with the french windows 

gmlernmotsayitisne^ltisjust^ 

diarroom. We had just moved into that house . . . that was the 
host time she did it.’’ 

P^^^^:'‘*Made me lie on lop of her. It the same maid 
She had interfered with me at the previous house. Though I 
fi ust confess, doctor, that I had begun to find it s ery ple.asurable. 
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pose my badness had led me into trouble so I had it cut off and went back 
to the pillow ” 

Analyst: “Would it be about the same time that you started to need 
a little consolation in drink also?’^ 

Patient: “Yes. What came into my head then was simply 
food . . . the sandwich tin we used to have when I was three 
or four years of age. I think I must have been quite hungry 
often at that time — ^three or four. The lump on my spine in the 
dream was between the shoulder blades — ^four or five inches 
below the base of the neck. Perhaps it is the imagery of too 
much on my back — a load on my back — that makes me different 
from my fellow men. Most of them regarded me as a criminal 
when I was given my second chance. Having to have the 
deformity removed makes me think of the deformity of differ- 
ence and bad conscience, having to have that removed. That is 
the thing that makes me different from my fellow men — a feeling 
that strangers in the street would feel I was not a decent 
honest person. 

“What an awful load of guilt-feeling I have carried until I 
came to you for this treatment. And now it seems I am fed-up 
with you and this treatment and with these people who are 
wanting to remove my load of debt. I have felt rebellious and 
resentful ... as though you had taken something good away 
from me although I call it something bad. I suppose the feeling 
is that I cannot go on for ever with mother’s forearm tucked 
between my neck and shoulder and feeling in a blissful state of 
health. There is something else stirring in me . . . something 
which made me go out and get drunk and get into debt — the 
lump has grown again. But I must say this for myself; that with 
all my badness I have never gone out womanising or whoring 
as it is sometimes called. I have always been completely loyal 
and faithful to my wife. We have been parted a great deal, 
especially since this war started. It was while she was away 
that I had that bad bout of drinking and gambling and borrow- 
ing money and even wandering off until I was found and 
arrested. But I was not seeking any sexual adventure. It is only 
drink and the excitement of gambling.” 

Analyst: “So I see that if the lump that will grow hi spite of 
mother's attempts to stop manhood is not the phallus, it is nevertheless a 
rebellion against mother and her successors — a rebellion that makes you 
feel like a man. Tou are not sufficiently disloyal to seek another woman 
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but you compromise by seeking drink and other liberties. Or perhaps the 
same liberties are compromises between the primitive excitement {sexuality) 
and the substituted or cultural ones connected with mon^. Tou get the 
excitement, but not sexually. Early in your analysis you were so pleased at 
having found mother again that you readily gave up your lump of badness 
—your manhood rebellion — ard came back to lie on my settee and smiled 
blissfully as you did in church whenyou nestled against your mother. But 
it could not last for ever; babyhood cannot be a perpetual state. So latterly 
you have been repeating your rebellion against mother which was con^ 
current with the growth of your sexual impulse.'* 

Growing Up: At the next session the patient brought me a 
dream. He explained that it was different from his typical night- 
mare which he had not dreamt at all since the early days of his 
treatment, and that was very surprising, as for ten years or more 
it has recurred pretty often. But this dream of the other night 
suggested that he was going to approach the nightmare dream. 
He says: "But it was different in some way. I was in that room 
in the house at Norwich where we lived when I was seven or 
eight. It had french windows overlooking the garden. The maid 
was there just as she used to be. I went through the house 
as I did in the nightmare dream, but not in a state of terror. 
There was no fear. Only my memory would say that something 
(the nightmare) was going to happen and I had to go round 
the house to see that it would not. The scene disappeared com- 
pletely and I seemed to sleep on without dreaming any more.” 

In association he says: “I now say that I might be going to 
dream the nightmare. I keep on resisting. Finally I am driven 
to the last attic- Then comes the blinding flash and I am waking 
up ia acute terror. 

“We connected that \vitli the explosion in that sap which 
knocked me unconscious that dreadful mad night." 

Analyst: “IKAat is new in this particular dream?" 

Patient: “That room at Nonvich with the french ivindous. 
But I cannot say it is new- It is just as famihar and vivid as if 
I were in it now. And now I come to remember it ... it was in 
that room. Wc had just moved into that house . . . that was the 
last time she did it.” 

Analyst: "Did ahat?" 

Patient: “Made me lie on top of her. It \vas the same maid. 
She had interfered with me at the previous house. Though I 
must confess, doctor, ih.at Ihadbcgun to find it very pleasurable. 
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And what is more it was something that mother did not inter- 
fere with — didn’t know anything about — at least not until that 
occasion at Norwich. Something must have happened then. I 
don’t know what or how, but it was after that that I seem to 
remember a terrible cross-examination that took place from my 
mother. It is the horror of that that I remember. I think I am 
devU-driven to repeat the pleasures that the maid taught me. 
But still I am loyal to my wife — do it all by drinking. What the 
maid taught me was the pleasures that could be had by defying 
mother behind her back. If only she had not found me out I 
should not have been given this terrible feeling and this dreadful 
impulse to rebel. I think it was mother’s talk to me that imparted 
a twist in my mind. There is a terror there that should not be 
there. Yes, it was wrongly handled in childhood between the 
t%vo of them. Nevertheless, my memory teUs me that what the 
maid drew out was natural feelings. The thing that happened 
to the litde child was quite a pleasant thing and I felt it should 
be a pleasant experience in its life later on, and yet when it was 
found out by mother this very pleasant thing became the most 
awful horror and squalor and filth. It somehow caused a com- 
plete bewilderment in my mind. And then comes the determina- 
tion to do this thing in spite of prohibition.” 

Analyst;.' “ To make it pleasant again?” 

P^TiEjrr: “Yes, qtdte. It would be such a fundamental gam. 

. T hh feeling is that they want to castrate me instead of letting 
me be a boy, and I ^vill be more than a boy . . . a devil. And then 
something in me would not let me be disloyal to my wife and 
so I do it in a department that is not her department, I do it 
not by sexuality, but by drinking and gambling. That is the 
^vay I live. There is some conflict with money castrating me at 
the back of it all. I liked mother very much. I wanted to be on 
her side. Yet to achieve that this other thing had to be cut out 
completely; and so at one moment I have it cut out completely} 
as for instance by you in the operation dream, and then the next 
moment I want it back and want to cut you out completely. 
It seems a conflict between what mother would call good and 
bad, but something in me is calling the bad good because it 
feels good. It is a conflict between these two. It seems to me 
that that must have happened in some way before the sap.” 

Analyst: ’■'Why did this always happen in an attic?” 

Patient: “Perhaps she took me there in the afternoon when 
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the others were out, but I don’t think so. In the dream the attic 
was where I took my last stand. I had been pushed up. higher 
and higher, by the intruders. There was no further retreat. In 
the attic it was do or die . . . and apparently I died. 

“At first it was nice, but then I would start to resist it. I would 
get frightened when my resistance seemed to be breakmg down 
. and then suddenly something would happen. I think L 

went unconscious. _ . 

“Still it seems I did not resist the begmmng of the sexual ex- 
perience. Even if the end pact was a nightmare I went on hawng 
that nightmare again and again, perhaps wclcommg it until it 
was too late to withdraw. I told you I have only had it during 
the past ten years, but I was at Norwich at seven or eight years 
of age— and I feel I had it then. In the feal part of thc nigh^t- 

mare, when I have been driven to the atuc, they come in; the 

terror is indescribable; there is a blinding white flash and I 

^'^^t'may brthat the^war experience and the blinding flash 
revived it aU years after it had become quiescent. 

Psnhtathclom A certain amount of the psychopathology of 
to cie ha bin dealt with by the pauent and myse f in the 
tms “ff . analytical matcnal, but it will clarify 

dm matfer and make it more complete if we briefly review what 

we detect in to apparenUy mature man 
boud of hrespomible, impulsive and delinquent behaviour, so 
bouts 01 irrop general social character as to suggest 

T' “'^intfataUon of an unconscious or dissociated part of hU 
Ifllclf has caUed it his “Jekyll and H,de” 

personality. recurrent nightmare 

u narticulariy of the phenomenon of die blinding wliitc flash, 
and J ° ^ ,o die uncovering of an unsuspected war 

ne arc ’ five years ago. The filling-up of this amnesia 

me“iSTo°otrer an immediate, at least parual, soluUon to the 
seems , „hensible symptomatology, and an explana- 

olhcnvtsc ■ at die outbreak of die present hostilidcs. 

uonofits revelations are welcomed by the patient, as a 

„"em explanation of everything that has transpired; and, in 
complete Siaiigc whicli took place m Ins aflecuve duposiuon. 
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he seizes upon the illusion that a complete cure has been effected. 
This cure he would ascribe to the analytical material producea 
in consciousness. But from the nature of his emotional attitude 
it seems to the analyst that it is in fact due to the situation o 
positive transference, the consequent surrender of hiimelt to tne 
parent-figure and regression to a very early stage of infancy. 

The evidences in favour of this theory are mostly silent ones. 
He is content to lie on the analytical settee and do^no^top 
Only a baby can lie contentedly and do nothing, ‘ pmectiy 
happy” to wait for whatever comes along. This is the affective 
state when one has not yet learnt to walk a smiling a y 
basking in the sunshine of mother’s perfect love. 

If confirmation were needed for this theoretical structure ttie 
patient provides it in his surprising discovery that, unlike is 
previous self, he has a strong desire to cuddle a baby one year 
of age. He could not have told the analyst more plainly that lie 
is one year of age and loves himself — as we all do at the 
erotic level before the capacity for object-love has develope 
(primary narcissism). 

Further, he tells us that at this period the outer world no 
longer exists for him affectively. He says: “It is a real change 
firom getting hot and bothered and wanting to go out and stnng 
people up on lamp-posts. . . . Now I do not mind what o er 
people do. It is aU part of the change in me. . . .” 

This is the stage of “cure”. _ 

As our object in this particular instance is to avoid lengtny 
analysis even at the expense of completeness, an attempt was 
made to ignore the transference and to eschew any transference 
interpretations in the hope that the patient might then himse 
cease treatment, though not before he had gained some super- 
ficial degree of improvement. This was hoped for despite the 
knowledge that even early or apparent improvement is not due 
so much to the uncovering of an amnesia as to the resulting 
positive transference; and secondly, despite the fact that the 
premature breaking-off of treatment by the patient is only likely 
to come about, or to be assented to by him, when he has reached 
a stage of unexpressed negative transference. Of course it is then 
the analyst’s duty to encourage him to express the hostihty and 
hatred which form the basis of the whole neurotic structiu'e 
rather than to dismiss him with these still lodged within his 
emotional system. Many a person having had such a superficial 
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“analysis” may weU wonder why he or she is still ill. The libido 
cannot successfully achieve its fuU orgastic discharge in the presence of 
Its enemy the hostile world which is the projection of one’s own un- 
analysed hatred, or of one's conJHct between id and super-ego. 

Thus the essence of successful analysis, namely, the exposure 
and analysis of transference resistance, is not even attempmth 
A state of unadulterated positive transference may be regarded 
as a sure sign that analysis proper (i.r. the attempt to deprive 
the id of its treasured symptoms, its conflict with the super-ego 
and ego) has not yet begun, for the beginning of this, hke the 
parent’s original bowel education, would surely lead to some 
resistance and tax the strength of positive relationship. Directly 
the uncovering of any resisted matenal is even attempted 
negative transference begins, action, at least within the psyche, 
becomes necessary, action which derives its energy from the 
negative. There is no more time for “basking”; growing pains 

set m, and up comes aggression. 

Despite these consideraUons the ideal of short treatment was 
adhered to. Obviously it is not a cure merely to achieve an 
emotional regression to earliest infancy and then to leave the 
patient to struggle with his inevitable subsequent developmem. 
Those who understand analysis adequately could no more be 
content to adopt such an attitude than an understanding parent 
could leave her baby of a few months to grow up by itself as best 
it could Admittedly the pattern for future development has 
been previously laid down, but it might be contended that the 
baby also has phylogeneUcally a prescribed pattern laid down 
within its germ cell. 

However, furtlicr development proceeds apace without await- 
ing our abandonment. Folloiving his dream of “cure”, no sooner 
are the “bad things” (the growth) removed than die child 
snuggles iu shoulder into the moUicr (analyst) anf is not to be 
ncrstladcd to let her go unUI it has again reached a genital level 
of development. (There may already be indications of this m 
the violcMC of “knocking hell” out of his pilldw.) With this 
development his relationship to the analyst (miUicr) changes. 
He bepns to resent her tendency (die analyst’^ supposed tend- 
ency) to keep him iiifanule and phaUuslcss. llfforc this stage it 
„ as noteworthy that he did not wish to Icadc die parent. He 
had no desire to break oif treatment although he could find no 
material with which to fiU the dine. At dial point his silence u 
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not negative, it is positive. He wants the mother imago in the 
shape of the analyst as nothing has yet developed to come m 

conflict with it. . 

But now we see this development beginning. It is shown 
affectively by his feehng of truculence; or, if this rebellious im- 
pulse is suppressed, his feehng of depression. Something is trying 
to grow, and something else — the mother imago ^is opposing 
its growth. 

If health is to be achieved, nature’s hbidinal impulse mus 
win. Sexuahty must grow and mother must be pushed aside. In 
so far as this is achieved health wfll result. In so far as^ this 
development is stunted or twisted by the mother forces, in so 
far will orgastic potency be impaired and ill-health result. 

, The patient treats us to a brief historical review of this struggle 
as it took place in the early years of his development. The sailor 
suit, like the combinations, represents mother’s determination 
to keep him emasculated. His rebellion against these represents 
his inner urge to be a man. So much so was this the case that 
rebellion came for him to symbolise manhood and potency, 
almost on its own account. The achievement of these instinctua 
aims had unfortunately at an early age become linked up with 
the idea that they could only be gained by deceit. Perhaps the 
outstanding contribution to this was his infantile association 
with the maid whilst relying upon the deceiving of mother. 

If the relationship to the parent favours libidinal development 
we have the nuclear pattern of loyalty, and perhaps righteous- 
ness; if libidinal development is experienced only by deception 
or “destruction” of the parent we have the nuclear pattern of 
aiixiety, delinquency and crime. 

In the absence of a longer analysis it is difficult to judge the 
extent to which this patient’s early sexual experience may have 
been the causal factor of his hysterical disposition. One feels that 
if the white -flash represents pre-pubertile or infantile orgastic 
experience the effects must have been very considerable indeed. 
Before the conflict of sexuality with the mother imago or the 
super-ego, there would surely be even deeper and more funda- 
mental conflict and acute anxiety within the id itself. For we 
have evidence that orgastic experiences at a very early age are 
commonly accompanied by the most acute anxiety; so that 
instead of healthful orgastic relief, fear may temporarily over- 
whelm the ego and even produce momentary unconsciousness. 
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Unfortunately, to clarify the matter in 

deeper analysis would have to be conducted, but in the hght of 
past experience I cannot avoid the specidation that this patient s 
psychosexual pattern, his war neurosis, his anxiety and lus 
Llinquency are all attributable to some such early sexual ex- 
periences as their nuclear source. 

^ For Instance, within his nightmare itself we see represented 
not only the invaders of the house, suggesting pn™“e aggres- 
sion. or latent phallic sexuaUty, but also the defender being 
himself attacked and retreating whiUt defending himself witho 
^ail. Moreover, it is with the latter and not *e former that he 
identifies himself. His masculinity is repressed, dissociated and 
oroiected while his feminine component unsuccessfully struggles 
Lainst this larger and more powerful sexual aggressor. The 
stmggle ends with the blinding flash and the momentaiy nn- 
consmousness. Is all this a re-living of his emouonal expenenew 
during the seduedon by the maid— an emouonal pattern wluch 
wariater cxperleneed.in adult life in his struggle iviUi the 

Thfr”bdonship of the nightmare to this latter .experience 

me ^ . but its effectiveness m causing mental 

Ue 

nudear pattern already laid down. Conflict, whether between 
vwa fear or between libido and super-ego. undoubtedly 

hbido and ° ^ „,e nightmare and within 

IS^’^r ne'rsh wl’may detect anxiety associated with the 
A r nf h5<j femininity or homosexual element. 

May ifit have bce^ that in the cou.se of his ^'^ucuon by 
May 11 nu attacked by die 

mai?s mliculine sexuality (cf. the brigands entering the house)? 
Se rJto and struggles to defend himself agaimt his mounting 
HbldrBut lib resUlLce is of no avail, the mmd's mastnrbat.on 
libido, iiut rimllv he is forced back into llic aluc, Uic 

oflum con m f.^^cetj^^^ tumescence and sexual excitement. 
TherTthe wlrite flash or orgasm takes place and he momentarily 

WeTigTit “ mPkI that subsequently throughout his life acute 
anxiety would devdop whenever he u attacked by masculine 
s^nalUy or by a male. (He telU me that he cannot bear a male 
m sU n«t to iLl or to bend over him.) He would again beeome 
his toinine component, defeneeless like the house will, .he 
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open door or window' and urgently requiring the mobilisation 
of his defences — defences which nevertheless his early sexual 
experiences had taught him were of no avail. Orgasm (or death) 
is inevitable. 

It may prove a plausible hypothesis that a tendency to morbid 
anxiety, such as that responsible for war neuroses, is invariably 
due to this feminine component within the man, and, on account 
of its libidinal attraction, this feeling of the need for defence 
against it, and the fear of the futility of defence. In other words, 
fear may not be so much the ego fearing death as the ego 
fearing orgasm or orgastic castration. 

The further question may arise as to whether, the most primi- 
tive id may not itself fear a quantity of stimulation which it is 
incapable of holding — ^for instance the new-born baby’s fear of 
a loud noise. In addition, we should remember that quanti- 
tatively stimulation can be converted into libido or anxiety 
or both. 

To return to our patient. We may sjippose that it was not 
so much the Bavarian or even the shell-burst which sent him 
mad with fear and caused this war neurosis. It might well be 
the fact that the feminine component of his sexuality had been 
so much stimulated in childhood that he had cause to fear its 
ability to overwhelm his resistances. The Bavarian and other 
enemies might then be merely symbols of the maid, and the 
white flash the orgasm. As such they would be precipitating 
factors, not causal factors of his neurosis. 

Perhaps as a result of the events in childhood this very manly- 
looking patient, as his nightmare suggests, had had the masculine 
side of his development inhibited in favour of his femininity 
with a consequent impairment of potency. I would suggest also 
that a man so much in love \vith his wife who permits himself 
for such a long period to live apart from her is probably thereby 
masking some degree of genital impotence. On the other hand 
we commonly find that a marked degree of genital inadequacy 
causes a man to cling to his ^vife — much as an infant clings to 
its mother, and to feel anxiety if even for one moment he does 
not know where she is. At the same time if a man’s %vife un- 
consciously symbolises his mother, there is likely to be some 
impairment of potency in his relationship to her on this account. 

The feeUng of greatness or expansion that comes through 
perfect relaxation in mother’s arms is a compensation for the 
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later and similar feeUngs that come from genital potency. To 
the degree that he is deficient in the latter he will compensate 
by the former. Perhaps there is not so much difference as mter- 
cLngeabUlty between potency and mother need. While the 
former is genital the latter is largely oral. One s impression is 
that if this man were more sexm^y adequat e 
to go in for drinking and gambhng in order to feel greatness 

“'Thu^we may again see that the pattern of a war neurosis 
is inextricably bound up with the pattern of early emouonal 
LXelXpment even down to the Oedipus complex. The human 
Bsyche^must either be anxiety-free on account of a confidence m 
hsXiwn fuU genital potency, or its confidenccj^and its defen^ from 
anxiety must lie in its close attachment to the Almighty Mother 
or the^’Almighty Father imago. I would go furt^r and say 
Sat untes the mother is conceived of as an all-powerful phallus- 
nos esdnV imago, she wUl be inadequate for this f 

nStecdon- The father imago also will be a necessity. In the 
protecuon, tn anxiety supervenes, compensatory 

STeZisl: sTSpSsXTTunquenTies Xre adopted, and br^ 

^“■The mTThaTbm of Ihe process though at present obscure may 
The mechan^m p almiehty phallus is favourably dis- 

be “ V haUus that anxiety or fear will be sufiicienUy 

posed to the in tph^ funcuon freely and develop 

assuaged to ^ adequacy. Unless tliis is achieved ac- 

mward Its own orgasuc adequ^^^^^ adequately discharged 

cumulated som^ organism, accumulaUng to 

“‘^TnT^at daTagesXts internal funcdoning. 
an «tent oiccpUon to the general rule apph- 

Tlie war ^ mental disturbances. They differ only 
cable to “U n traumatic or precipitoting elements. They all 
m their soP' , j^^r pattern traceable to the original con- 
b“ tXXn hbidinal devdopment and anxiety repression. 
HeneT "short treatment” must unfortunately always be syn- 
•‘incoraolcte ucatment". The degree of incom- 
“wTtM may vary between die stage of tramference regression 
pletcn^ y babyhood or tramfcrcncc regression to the stage 
dm g mvTng boy^s rebellion against bring forced to play the 
r mtnine role to his fadicFs or mothers masculinity. In any 
Sc it has litdc or nothing to do widi the mere rcvisal of a war 
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amnesia. Anxiety was the cause of that amnesia and anxiety wiE 
remain after its removal. Thus the rationale of “cm'es” by narco- 
analysis is probably never that which its advocates suppose. The 
transference element has eluded them. 

Nevertheless it may be argued that in war-time, ivith large 
numbers of sufferers to be dealt with, it is better to distribute 
our energies over the many than to confine them to a few, 
leaving the many totally uninvestigated. The position is very 
like that of a general practitioner with a crowded waiting-room. 
He may find cursory treatment of the many more practicable 
than exhaustive treatment of the few. As a result many are 
treated, but none is cured. Mental out-patient departments are 
similarly placed. The question arises as to how closely psycho- 
therapy should approximate to these extemporaneous ideals or 
at what point between these and the ideal of complete analysis 
it should take its stand. A correlative question is as to how far 
it can afford to endanger its reputation by a succession of failures 
and relapses. 

Epilogue: Six months later, with these questions in mind, I 
wrote to the ex-patient whose case is here recorded. As his 
attendances had amounted to only two or three dozen, I feared 
the worst. This is the reply I received: 

“I have received your letter, by a coincidence at a time %vhen 
I was feeling I ought to write and let you know about myself. 

“I have no time to do so at present, but •will try to -write you 
fully either this week-end or the next. For the present I -^vill 
content myself with saying that I am very busy and very happy 
\vith my work and loving every minute of my life here.” 

It is sigmficant that his promise to give a fiiller account of 
himself never materialised, in spite of two reminders. 

The conclusion is that he is still the victim of unanalysed 
transference conflict together wth the dangers inherent in such 
a condition. 



CHAPTER XXXII 


THE THEORETICAL STRUCTURE 
OF PSYCHO-ANALYSIS' 

The Essence of Clinical Theory. As this is essentially a climcal work. 
I have attempted to cover the field of techmque fmrly compre- 
hensively (though admittedly only in outhne). technique being 
the final instrument, or rather the complete armoury, of the 
practical appUcation of clinical psycholoCT- The same compre- 
hensive treatment is not necessary in such work as this in our 
concluding description of psycho-analytical theory, the structure 
of which analysts are the first to recogmse as being ““df P™' 
visional. and subject to modificauon and expansion m the hgh 
of further discoveries, achieved through an apphcation of the 

application of psycho-analyical theory it 
should be pointed out that, from a climcal point of view, psyclio- 
analvsis emphasises three main aeuological factors m the causa- 
anaiysis = P • /,i q-hj gut is the current factor, usually 

ralarfius r” f ^rlLt-day libidinal trends, a frustra- 
• a.:-l. the individual has not succeeded in overcoming. 

S is the precipitating factor. It is normal or healtliy for the 
hbMo to floiv outLrds towards current situauons in the present- 
liDiaolou as it is Raining its satisfaction or 

L this activity health is maintained; but, with an 
■ :ZaZ [J!rJon thl fonvard drive of libido is arrested 
'angit is Wt with no other comse than that of the second actio- 
1 w rnctor in the producuon of illness, namely regression, (a) 
Sg becn frustrated, the libido now rr^rrrrrr along the path 
Smly punned in the course of emotional and psyclmlogica 
5 1 This rccrcssion sure up, successively, different 

dcvelopm . paUi. Contact with environmental 

fX pC^-^ “"'f 

[XsersiOT proceeds. (3) I" ■« retrograde or -Tgr^'yc p.ath 
the libido is naturally attracted to those jhatlsa peuiri at which 
it lingered unduly, or at which a certain residue of its energy 

, n- insy Iha tlwpiwcswcr louiKltnlsnd Uie dopier 

on wlndrl^rU. 
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remained, during the course of emotional development from 
birth onwards. These fixation points are usually associated \\dth 
some erotogenic zone, such as the first or second oral, marking 
the earhest of the important pleasure-giving regions of the body, 
the anal zone as a successor of these, borrowing its emotional 
patterns largely from the patterns formed in the first stage of 
hbidinal development, and finally the urethral, phaUic and 
genital, the last marking the final stage of hbidinal orgardsation 
with whole-object attachment instead of the predominance of 
auto-erotic interest and part-object attachments associated with 
the earher erotogenic zones and fixation points. 

According to the degree of regression of the hbido and the 
degree of activation of various fixation points the neurosis will 
revive infantile conflicts and take the form appropriate to them, 
reactivating the patterns previously laid down, and thereby 
giving their particular character to the neurosis and its symptom- 
formations. Thus the neurotic is found to be absorbed with 
conflicts which have relatively httle or no relationship to reahty 
or to the actual conflicts with which the healthy or normal person 
is engaged. His energy has been, to the extent that he is fllj 
transformed from a healthful, forward drive and preoccupation 
wth reality, to a backward or regressive movement and a pre- 
occupation mth an unreal and obsolete past and the un- 
recognised conflicts which were peculiar to it. Thus, for instance, 
in hysteria it is said to be the Oedipus complex which is activated 
by this Hbidinal regression, the Oedipus complex belonging to 
the genital stage of Hbidinal organisation \vith its whole-object 
(originaUy the parents) attachment. This accounts for the char- 
acteristic readiness and strength of transference phenomena in 
this particular neurosis. In obsessional cases the regression is to 
the anal-sadistic stage \vith its characteristic tendency to ambi- 
valence and part-object attachment, though, of course, some 
elements of the later genital stage to which the Hbido had to 
some extent progressed, are as it were drawn back into this 
earHer stage, so that although the erotogenic zone is essentiaUy 
anal rather than genital, its attachment to persons, even to some 
extent in the form of whole-objects, is often palpable. Thus the 
case of obsessional neurosis described in Chapter XVII re- 
sponded anally (though also to a lesser extent genitally) to 
persons in his environment. For instance, if a woman to whom 
he was attracted was alone in his presence he experienced 
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sensations not only in his phallus but principally in liis anus, 
usually in the form of a psychogenic desire to defaecate. But if 
any person was heard moving about the house while he was 
seated on the lavatory, all efforts to defaecate terminated 
abruptly. This was particularly the case if the person happened 
to be his father. 

In psychosis the regression is said to be to still earlier stages. 
For instance, in manic-depressive psychosis to the later oral 
(cannibalistic) stage, and in schizophrenia even right back to 
the earlier sucking stage. The degree of introversion and auto- 
erotic preoccupation of the libido, with relatively complete with- 
drawal from reality, is therefore often extreme. 

But all so-called normal persons arc to some extent the victims 
of various degrees of libidinal regression, and differ from one 
another chiefly m this respect and in respect of the strengtli of 
their various fixation levels. Our preoccupations with oral [t.g. 
gustatory, chewing, smoking, kissing, speaking and other oral) 
interests, the strength, quantitatively and qualitatively, of our 
anal, direct and sublimated, Interests, our genital, unsublimatcd 
(including fore-pleasure, perversions, etc.) and sublimated dis- 
positions, all serve to characterise our primary libidinal develop- 
ment, and in their degree and relative strength to distinguish 
one person’s disposition, temperament and character from 
another’s. 

In so far as, by the successive outward as well as in>vard 
searchings of libidinal interest, these psycliic dispositions obtain 
objectivisation, particularly in mass form, in affecting our en- 
vironment, we create a material and sociological world which 
is in every respect representative of our internal psychic dis- 
positions. 

Thus it is that psycho^analytica] discovery and the insight it 
gives into the mind of man extends Its field beyond the con- 
sulting-room and produces the key, not only to an understanding 
of the mind and its abnormalities, but to all the expressions of 
the mind — in short to the structure and meaning of tlic patterns 
of human culture, to sodology, civilisation and all that con- 
stitutes the Nvorld of man. 

Jiuiorical: These theoretical concepts \sill be better under- 
stood if uc first review in brief outline the development of the 
psycho-analytical theory from its inception by Freud. 

Before thb Dreuer had shown m lus famous c.isc of hysteria 



SECT. V 


426 


CLINICAL PSYCHOLOGY 


that the revival of forgotten memories, achieved in that instance 
through hypnosis, together with re-experiencing of the emotions 
originally attached to them — a process which he Subsequently 
called “abreaction” or “catharsis”— had some therapeutic 
effects. Freud, who had previously studied with Janet under 
Charcot and had been much impressed by one of Charcot s 
“off the record” remarks that a particular woman patient 
would never get better because her husband was impotent, 
seized upon this discovery of Brener’s as the clue for which he 
had been seeking. In collaboration with Breuer he published 
their Studies in Hysteria (1895). Having found that the hypnotic 
method was unsatisfactory and that, after all, its main purpose 
was to remove resistances to memory, Freud first showed his 
unusual genius by concentrating attention on these resistances 
and discovering a method of deahng with them which, unlike 
hypnotism, was apphcable to practically all patients, namely, 
the method of free association of thought. Through this master 
instrument resistances were revealed as they arose and access 
was facilitated to that vast and hitherto unsuspected region of 
the mind which Freud called the unconscious. It should be here 
stressed that psycho-analysis, unlike all previous psycholopes, 
including even McDougall’s Hormic Psychology, is essentially 
the psychology of the unconscious mind — that region of the mind 
which is inaccessible except by the use of special instruments 


such as hypnosis and free association of thought. 

For several years after, Freud worked in isolation, until, 
with his publication of The Interpretation of Dreams in 1 900, he 
elaborated his concepts of “repressed wishes”, “condensa- 
tion”, “distortion”, “displacement”, “symbolism”, “secondary 
elaboration” and other unconscious mental mechanisms, and 


the distinction between “manifest dream thought” and “latent 
content”, all of which will be later explained. 

Development of the Libido'. Freud’s attention continued to be 
devoted principally to the surprising revelations of the nature 
of the unconscious mind, the chief ingredient of which, as re- 
vealed by the process of free association of thought, appeared 
to be a dynamic force which he called libido and which he 
produced evidence to show (in his Three Contributions to the Sexual 
Theory, 1905) passed through a number of vicissitudes from 
birth to maturity. On account of its expression under analysis 
being so largely in the form of sexuaUty, he regarded it as 
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essentially the energy of the sexual instinct, but was able to 
trace its development long before the manifestation of anything 
which is ordinarily called sexual; indeed, he showed that 
practically from the moment of birth the infant exhibited this 
“libidinar* urge even in its physiological activities. 

Erotosenic Zones. Oral: The most conspicuous manifestaUons 
of this urge or lust were regarded by Freud as pnmanly con- 
nected with the instinct of sucKng, which stage has therefore 
been called the first oral stage oflibidinal development. Nott, 
with the eruption of the first teeth, thU urge took on a biUng 
quaUty designated as the second oral stage. Anal. At a shghtly 
later date sensuous preoccupauon with anal feelings and 
activities appeared to predominate as a process of libidmid 
preoccupation and satisfaction. At first these were chiefly of an 
Lpulsive nature (first anal-sadistic stage), subsequenUy talang 
on a quality of control and retenuon (second anal-sadistic stage). 
There is eiddence that at all these stages the psychic life of the 
child is libidinally preoccupied with a world relaung to the 

^muous feelings from these regions of its body Satis^^^^^^^^ 

essentially auto-crotic, that is to say, achieved m relauon to lU 
own persL, but in so far as it entem into relauonships wi* he 
outside world, consisdng at that stage of part-objects , it 1 im 
phantasies (unconscious in later hfe, but revealed dunng the 
proems of psycho-analysis) ofincorporauon (Uirough themouth) 
and of expuhion, control and retenuon by the “us. Thus it 
lives in a psychotic and omnipotent world of its o\m. Urethral. 
Urethral “ experiences” are in larp part psycho ogicaUy an ex- 
tension of the predominantly oral and anal world. 

These areas of the body-it wUl be noted anatomically char- 
acterised by the places where mucous membrane approaches 
or c^es into relationship wid. the sUn surface, that is to say 
wherUie internal physiological world forrrui relauonsh.ps with 
The external environmental world-are dmignated erotogenic 
?on^', and dre insUncts that achieve l.bid.nal gr.-i tificaUoil or 
tomfiori at these zones are named by Freud componen 
S^cts”, “component” because analytical evidence shows tba 

they ente; into the formation in maturity orthefull geintalsexuiil 

tneyeiiic U approached through a further zone 

li^com ngTos" mor^^ibidinUcd. PMllr. -Jliis is called 
“ph..u.c" (though in females rt is actually the cl.tom) erolo- 

genic zone. 
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Projection and Introjection: The psychological importance of this 
description of libidinal development is evidenced by the fact 
that the developing infant’s relationship to his environment 
undergoes progressive alterations which are undoubtedly an 
essentially related to it. For instance, in these earher phases he 
plays havoc with reality, projecting or tending to project all 
unpleasant or painful sensations whether emanating from the 
interior of his body or elsewhere into his environment, whilst 
at the same time he tends to introject all objects which produce 
satisfaction and to regard them as parts of himself. This helps 
Viim to maintain a good “interior” world at the expense of a bad 
or inimical “exterior”. The psychosis called paranoia obviously 
has much of its somce in this phenomenon. 

Part-Objects, Whole-Objects and Ambivalence: Further, in reg^d 
to his relationships to the external world; while at the earliest 
stages of hbidinal development he is essentially auto-erotic, he 
does have a relationship to what are in psycho-analysis called 
“part-objects” (for instance the mother’s nipple) rather than 
“whole-object”, such as the mother as a personality. This tend- 
ency to part-object attachment, in preference to whole-objects, 
remains to a variable degree throughout life, and is perhaps even 
normally revealed by such phenomena as erotic interest in 
breasts, hair, legs, genitals and so on. 

With the advent of the predominantly phallic stage of develop- 
ment there is evidence that object-love proper becomes possible 
as an environmental relationship dependent upon this stage. 
According to Abraham, however, the characteristic of this stage 
of object-love is an exclusion of the genitals as objects of interest, 
suggesting of course that the object-love is not yet exactly whole- 
object love. Signs of a continuation of this stage, or a regression 
to it, are common in adult life. 

Abraham also characterises all these stages, with the excep- 
tion of the earliest oral or sucking stage, as ‘^ambivalenC\ which 
means that they include an admixture of hate as well as love. 
The first oral stage on the other hand he regards as pre- 
ambivalent. It is only \vdth the advent of what is called the final 
genital stage of libidinal development^'' that this ambivalency largely 
disappears and that the outward expression of the libido in the 
form of object-love becomes whole-object love and achieves a 
possibility of gratification from a love relationship to a person 
as a whole-object. It will be appreciated how closely the social 
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order, to mention but one thing amongst many, is dependent 
upon the achievement by individuals of this final stage o 
libidinal development. . 

Resislance to Iks Theory. To those without adequate analytic^ 
experience much of this theory of Ubidinal development wiU 
seem positively repellent and perhaps therefore incredible and 
altogether unsatisfactory. Its justificauon is that it is based 
entirely upon material produced during the deep analysis of 
patients by means of free association of thought and on the 
Lalysis of transference. Indeed, the difficulty of accepting it 
without discovering, through a process of peKOnal analysis, its 
existence within one’s own uncomcious, and mthout the re- 
petitive concussion of cUnical matenalB itsehevidence of the fac 

Lt it has been subjected to a great deal of repression and tha 
the repressive forces are stiU operauve. Freud himself, perhaps 
with characteristic mitieti, when he first atteinptcd the expound- 
ing of even a modicum of this sexual theory of the neuroses to an 
analyticaUy inexperienced audience, was greeted mth a stony 
and incredulous silence seldom meted out to a profosor by to 
class. This unique and perhaps disgusted rejecuon of a scientific 
^position by young men who were either secreUy preoccupied 
“?h their owA sexual struggles or p^haps boastfully enjoying 
Cual recitafions of their freedom from its bondage, is thus. 
Uke the general rejection of the sexual theory by persons who 
owe not®onT theh social order but their very e^tence to its 
operations, ieelf ovenvhelming evidence ofboth its substanual 
Sith and of the resistances and repressions which have caused 

it to recede into the unconscious. . , . , 

Evidence during the deep analysis of psychoneuroucs and 
others, including normals, is oversvhelmmg. Uiough hidden from 
Dublic scrutiny. However, the existence of the enormous vanety 
S^s^uTperv’^ions can obviously be explained on no other 
teis. An riement contribuung to die unpopularity of die theory 
h Freud’s “bbdlous” assessment of die heavenly infant as bung 
by nature the possessor of aU possible perversions and easuga- 

don ofhim as a “polymorphous pervert . 

Ahrrirrinn: At a later date the theory of die libido was 
developed suU furdicr. In the course of tracing hb.dind pmpess 
from auto-eroUcism to the fully developed suge ofobjcct-love 
Freud in ,9, interposed a dieoreucal sugcat which the lovtxl 
object’ becomes primarily the lover’s own person. Tins he 
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designated by the term "narcissism” after the story of Narcissus 
who fell in love with his own reflection. The libidinal situation 
is here in part object-love and in part auto-erotic in so far as the 
loved object is oneself, together with one’s own auto-erotic 
satisfactions. It thus provides the transition stage to object-love 
proper. Nevertheless all persons have some element of this 
narcissism, which may be regarded as a fixation, remaining with 
them. Females are said to have more than males in so far as they 
are socially permitted to study their reflections, make-up, etc., 
but this suggestion may be balanced against the generally 
assumed greater egotism and egocentricity of the male. Possibly 
the sexes have an equal amoimt of narcissistic fixation of the 
libido, though it may reveal itself in different forms. The theory 
of narcissism obtained support not only from a study of char- 
acter, but also from a study of psychopathic abnormalities, in- 
cluding, particularly, some of the psychoses. 

Latency Period: Still under the heading of “development of the 
libido” we may consider its outward direction also, to objects in 
relation to which there is no sexual end in view. This is a pro- 
cess which is said to take place particularly, or initially, at the 
intermediate stage between infancy and childhood, and is said 
to be due largely to a fhistration and repression of the libidinal 
genital aims at the Oedipus stage of object relationship. It is 
then that the so-called latency period becomes more pro- 
nounced and the infant has almost perforce, owing to the in- 
tolerability of the Oedipus complex, to direct his interests to 
symbolical objects which have no prospect of fully gratifying, on 
a sexual pattern, the aim of his instincts. Such objects proceed 
from toys and similar playthings to the gadgets and circum- 
stances which comprise human culture. It should be mentioned 
here that a great deal of this libidinal diversion takes place from 
pre-genital foundations, namely from the levels of the less- 
organised component instincts. Each of these is said to have 
special contributions to the formation of the various sublima- 
tions, substitutions and displacements, and the part-satisfactions 
derived from them. 

■Aggressive Instincts: At a much later date in his investigation 
of the unconscious mind, and specifically with his publication 
Beyond the Pleasure Principle (1920), Freud came to the con- 
clusion that compxilsive tendencies or urges emanating from the 
id were not exclusively libidinal. He detected another and perhaps 
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antithetical principle at work. This manifested itself clinically 
in a compulsion to repeat^ a compulsion which was far from being 
motivated by libidinal or pleasure-seeking urges. By pursuing 
his investigations he discovered that this new-found id-instinct 
was responsible for aggressive and destructive trends, and though 
capable of libidinisation, that is of uniting witli the sexual 
instinct, was essentially distinct from it. By a process of deduc- 
tion Freud came to the conclusion that these non-pleasure- 
motivated tendencies or compulsions emanated from a source 
which he called the death-instinct since its trend was to undo 
evolutionary development and to get back, through however 
circuitous a route, essentially by a process of retracing the past, 
to the original inanimate state. Though this theory of Freud’s 
has not been accepted in toto by all psycho-analysts, certain 
clinical phenomena, particularly aggressive manifestations, such 
as those demonstrated in the case of epilepsy in Chapter XVI 
and some of tlie compulsive manifestations in cases of obsessional 
neurosis, show evidences in support of it. However, this concept 
of the death-instinct, even in its more clinical forms of aggression 
and compulsion, has not proved so fruitful psycho-analytically 
as the theory of the libido and has not been developed to any- 
thing like tlie same extent. 

The Repressing Forces'. Freud’s early interest had naturally been 
devoted almost exclusively to the new revelations from the 
hitherto relatively inaccessible unconscious mind, consisdng 
essentially of instincts and ihcir components and of psychic 
material which was repressed from consciousness. But in 1923, 
with his publication of The Ego and the Id, Freud showed that 
Ills attention had for some time been turned from his preliminary 
preoccupation >vitb the repressed to a new focus of interest in 
the nature of tlie repressing forces responsible for this repression. 
Evidences of their existence reveal themselves at every turn 
during the conducting of an analysis, and indeed it is these 
forces which have to be dealt witli to some extent before \vc can 
discover what they arc rcsisUng. They appear to have as it were 
tlidr topograpliical locus not so mucli witliin the conscious or 
accessible ego, but principally at a somewhat deeper and un- 
conscious mental level. Psycho-analy ucal invcsu'gation, both in 
Freud’s hands and since, has shown that the carhest and uncon- 
scious organisations of these repressing forces begin at an early 
age and are broughtafaout by very primime menial racchanUim. 
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Super-Ego: This very early and largely unconscious portion of 
the ego has been called the super-ego. It can be regarded as^ a 
sort of unconscious and irrational conscience, and, though its 
origin was at first thought to be connected with the Oedipus 
complex, it has since been found that it has important roots at 
a very much earlier age. Ferenczi spoke of a “physiological fore 
runner” of it in connection with bowel education and the acquir 
ing of what he called “a severe sphincter morality”. But 
earher elements have since been demonstrated, particularly y 
child analysts. Its formation has, as we might have expecte , 
been shown to be a slow process, due essentially to prinutive 
mechanisms connected with as early a stage of hbidinal develc^- 
ment as the oral. At this stage and subsequently when the child s 
pleasure-seeking instincts are frustrated, and aggression thereby 
aroused (which in turn becomes frustrated and repressed), rC" 
pressed affects, being uncomfortable, are projected on to persons 
and things in his environment. This process is rendered easier 
by his inadequate distinction between the self and the non-self. 
In consequence of this projection all the most aggressive an 
destructive tendencies in himself he attributes to figures^ or 
imagos around him, thus endowing them with his aggressive, 
destructive and sadistic characteristics. In fact, at the oral stage 


(and subsequently) he fears that they will gobble him upi 
the same way as his aggression at one time phantasied himselt 
gobbling them up. He thus believes the world (as did some of 
the ancient savages) to be filled with such terrifying objects that 
finally he can only escape anxiety (and that only in part) by the 
process of introjecting and thereby, as it were, controlling these 
same fearsome imagos. This introjection is, of course, a mental 
process, and creates within his own psyche a super-ego infinitely 
more primitive, harsh and severe than any real persons, such as 
parents, could possibly be — a super-ego of which he is then and 
thereafter inordinately terrified should he infringe the least of 
its behests. 


It wiU be seen that the super-ego is thus originally formed 
from the infant’s own frustrated and inhibited instincts. As at 
this stage of development these are largely connected with oral 
-—and anal — sadistic phantasies, this nuclear super-ego is 
similarly most primitive and terrifying. Fortunately, at the same 
time many ‘ good” external objects are also introjected and go 
to build up that portion of the super-ego which has been called 
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“the ego ideal”. This serves almost as a libidinal object for the 
achievement of desired qualities, thus compensating to some 
extent for the deprivation of instinct gratifications of a more 
primitive type. This direction of the libido may be regarded as 
narcissistic. 

Compliance with the super-ego’s behests is the essential con- 
dition for producing full self-satisfaction; and defiance of its 
demands, including sometimes even the impossible moral 
standards set up by it, is responsible for every degree of dis- 
satisfaction with oneself, from the minor phenomenon of self- 
reproach to severe depressions, melancholia, self-punishment — 
in a variety of ways not excluding physical illness and even self- 
destruction. However, there are various other ways of gratifying 
an outraged super-ego, the commonest of which is tliat of pro- 
jecting one’s own “criminal” id tendencies on to another person 
and using him as a scapegoat for unlimited super-ego vengeance 
and satisfaction. 

All these processes are in greater or lesser part at work >vithin 
every psyche, abnormal or normal, and are responsible for the 
greater part of our social structure and its institutions. Thus we 
may see that the super-ego, formed as it is in large part from the 
most primitive aggressive and sadistic instincts, can be, par- 
ticularly in the form of moral indignation, os injurious to the 
happiness of self and others, and to the welfare of the body and 
of the community, as any unbridled onginal id impulses. 
Indeed, under the influence of psycho-analysis it is commonly 
modifications of the super-ego which first take place, thereby 
lessening the severity of the patient’s repressions, freeing more 
unconscious material for analytical investigation and liberating 
certain quantities of repressed libido, which last thereupon 
attach themselves to the person of the analyst and so build up 
the transference situation. This transference situation is nothing 
more or less Uian the newly freed libido of the repressed Oedipus 
complex finding new hfc uithin the onaljlical session. 

The Ego'. The remaining portion of Uic psjchc, namely that 
portion of the ego which is not included under the subdivision 
called super-ego, has to do essentially with reality and our re- 
lationships to it. Psyclio-anaI)' 5 is teaches us that it is never a 
wholly free and independent agent. Its reality appreciation and 
its activities in regard to environment arc .ilwajs infiticncecl, 
and more or less vitiated, by instinct-pressures on the one hand 
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and super-ego insistences on the other. Nevertheless in health 
it remains sufl&ciently effective in its functions to ensure sundval 
— although here we must remember that limited relationships 
to reality at a more primitive level than that of ego development 
■were al^vays present and, in the form of reflexes, conditioned 
reflexes and instincts, have evidently ensured our survival 
phylogenetically and ontogenetically, from unicellular animal- 
cule and oosperm, through all the multicellular stages of evolu- 
tion and development, in spite of the ravages of carnivora, 
disease and wars. 

Thus the modem findings of psycho-analysis ^vould seem to 
support the conclusion of Erasmus (as early as 1509): “See then 
here what Jupiter has done. ... He has endowed man with 
reason in singularly small' proportion to his passions — only, so 
to speak, as a half-ounce to a pound. And whereas he has dis- 
persed his passions over every portion of his body, he has con- 
fined his reason to a narrow li^e crevice in his skull.” ^ 

I Erasmus, The Praise of Folly (published 1509). 



CHAPTER XXXni 


THE MIND; TOPOGRAPHY AND 
MECHANISMS 

Psycho-analytical theory may be clarified by a short descrip- 
tion of the topography of the mind and its mechanisms. 

Topography of the Mind (cf. diagram, p. 4.37): Purely for de- 
scriptive purposes we shall begin with a concept of the simplest 
possible mind which we may represent diametrically by a circle. 
In Freudian terminology we would call this the “id” (or “it”). 
Such a mind does not really exist and the concept is purely an 
abstraction, for even the most primitive animal may be regarded 
as having some proportion of ego. But we may be permitted to 
take a developmental point of view and regard such a mind as 
existing in an embryo. This mind we shall conceive of as being 
a world to itself. It has no organs of perception and no contact 
with environment or the world outside itself (compare here tlic 
auto-erotogenicity of the earliest years of life). It is simply a 
reservoir of innate or inherited urges, instincts, desires or wishes. 
It might be regarded simply as body without brain or mind. 

Clinical psychology, or at least its analytical branch, is forced 
to regard this id as the source of all tlic dynamic energy of every 
level of the mental apparatus, and, therefore, of primary im- 
portance for its purposes. Its physical basis might be regarded 
as a sort of spinal cord which was rather more than a mere 
reflex apparatus in that it embodied those phylogcncticafly 
elaborated “reflexes” called InsUncts. The id receives stimula- 
tion from all somatic sources and accumulates energy or tension 
which, like the spinal cord, it would automatically discharge 
along inherited paths. 

Now, last of all (especially after birth) it is receiving stimuli 
from the external world of reality. Such stimuli, firstly received 
from the scnsc-pcrccption organs which arc in contact with 
reality, produce some, shall wc say, localised modification of a 
portion of the id. Lamarckian and Spencerian evolution would 
contend that it is by dint of Uicsc stimuli that tJic sense organs 
themselves arc evolved, and thus better convey the stimuli from 
43s 
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the external world to this undifferentiated mind. 

The new structure thus becoming created by these stimuli 
may be called the primitive ego. In our diagram we may regard 
it as a sort of bubble created by these stimuli on the surface of the 
circle. It is that part of the mind which gradually achieves some 
cognisance of environmental reality, or more strictly speaking 
— ^for here we must remember that Kant has pointed out that 
we have no reason to assume that our minds can ever become 
cognisant of the “thing in itself ^' — ^registers our reactions to the 
impingement of reality stimuli and causes us to react to them. 

Early in individual life a highly organised group of stiinuh 
begin to take effect on the primitive mind of the developing 
infant. I refer to the effect of people, particularly of parents, 
their ideas and ideals. The specific effect of this new hurnan 
environment is' largely in the form of a prohibition or frustration 
of the formerly free expression of instinct urges. 

It appears from psycho-analytical evidence that the tensions 
resulting from frustrated instincts arouse the reaction of aggres- 
sion which, of course, in turn becomes frustrated from natural 
expression. It is then that the primitive mental mechanism of 
projection on to the frustrating objects and persons takes place, as 
has been previously described. Projection means that the mind, 
being prevented from expressing its own tendency, yee/j' as though 
this tendency is being directed against it from the environment 
and attributes it to the things and persons around. But this 
process, as has been pointed out, is merely a preliminary to the 
subsequent introjection of the erroneous concept of the frustrating 
objects and a consequent building-up within the mind of an 
organisation which is felt to operate in this frustrating manner, 
and at the same time to threaten the developing ego with the 
same primitive aggression should it infringe the prohibitions 
and commands of this introjected frustrator. In this way the 
super-ego is built up and may be regarded as comprising the main 
portion of the newly developing infantile ego. 

In so far as the process begins at an oral stage of libidinal 
development it may be said that the infant’s cannibalistic urges 
are projected on to parent images and subsequently (cannibal- 
istically) introjected. This would explain how it is that they 
assume such terrifying and all-devouring characteristics. Tliis 
super-ego, comprising as it does the greater part of the infant’s 
ego (or reality principle), as yet very insignificant, is the 
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the external world to this undifferentiated mind. 

The new structure thus becoming created by these stimuli 
may be called the primitive ego. In our diagram we may regar 
it as a sort of bubble created by these stimuh on the surface oft e 
circle. It is that part of the mind which gradually achieves some 
cognisance of environmental reality, or more strictly speaking 
— ^for here we must remember that Kant has pointed out that 
we have no reason to assume that our minds can ever become 
cognisant of the “thing in itself ^' — ^registers our reactions to the 
impingement of reality stimuli and causes us to react to them. ^ 
Early in individual life a highly organised group of stimuh 
begin to take effect on the primitive mind of the developing 
infant. I refer to the effect of people, particularly of parents, 
their ideas and ideals. The specific effect of this new human 
environment is’ largely in the form of a prohibition or frustration 
of the formerly free expression of instinct urges. 

It appears from psycho-analytical evidence that the tensions 
resulting from frustrated instincts arouse the reaction of aggres- 
sion which, of course, in turn becomes frustrated from natural 
expression. It is then that the primitive mental mechanism of 
projection on to the frustrating objects and persons takes place, as 
has been previously described. Projection means that the mind, 
being prevented from expressing its own tendency, as though 
this tendency is being directed against it from the environment 
and attributes it to the things and persons around. But this 
process, as has been pointed out, is merely a preliminary to the 
subsequent introjection of the erroneous concept of the frustrating 
objects and a consequent building-up within the mind of an 
organisation which is felt to operate in this frustrating manner, 
and at the same time to threaten the developing ego with the 
same primitive aggression should it infringe the prohibitions 
and commands of this introjected frustrator. In this way the 
super-ego is built up and may be regarded as comprising the main 
portion of the newly developing infantile ego. 

In so far as the process begins at an oral stage of libidinal 
development it may be said that the infant’s cannibalistic urges 
are projected on to parent images and subsequently (cannibal- 
istically) introjected. This would explain how it is that they 
assume such terrifying and all-devouring characteristics. Tliis 
super-ego, comprising as it does the greater part of the infant’s 
ego (or reality principle), as yet very insignificant, is the 
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principal, if not the only force opposed to immediate instinct 
(or id) gratification. 

The mind is now not so simple. There are two opposing forces 
at work within it. The function of each is very different. The 
id merely wishes to relieve itself of tension without any con- 
sideration of reahty, whereas the super-ego has the function of 
forcing the ego, largely through fear if it does not obey, to enter 
into opposition to the insistent demands of instincts emanating 
from the id. Thus we come to the important psychological 
concept of conflict^ though this is only one form of conflict (con- 
flict can also be between one instinct and another). 

This primitive ego, or super-ego, deals with these instinct 
urges by means of a primitive mental mechanism which hp 
little to do with such conscious processes as logic or reason,^ in 
fact, its tendency is to react to them on the all-or-nothing 
principle — ^it is not sufficiently developed to enter into parleys 
or to form compromises — either by fuU acceptance or by total 
rejection. The method of rejection is the simple one of repression, 
which consists in keeping them out of consciousness, or turmng 
them out if they have entered, just as though what one were not 
conscious of did not exist. 

Perhaps an explanation for the phenomenon of repression is 
that the primitive mind is not capable of enduring in conscious- 
ness unexpressed desires or undischarged urges. Consciousness 
of them provokes immediate and inevitable action. Therefore 
there is little distinction between its world of thought and its 
reality sense. The two are confused and identified. Therefore to 
keep an urge or idea from action or reality expression it must 
keep it out of consciousness. It must repress it because it cannot 
suppress it. 

Naturally this process creates an illusion — and that often only 
a temporary one — of non-existence. The repressed instinct 
urges continue to flourish within the mind, albeit disregarded 
or unknown to its conscious levels. In this way there comes into 
being a special region of the unconscious mind, a region the 
entry of which into consciousness is resisted, and which it is the 
special function of psycho-analytical technique to relieve from 
repression; for it appears that repressed material is neither non- 
existent nor at rest. 

The process of repression has to be conceived of as a dynamic 
process constandy at work and constantly absorbing mental 
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energy to maintain its function. At the same time the urges that 
it is repressing continue to be unceasing in their demands so 
long as life lasts. Apart from this wasteful absorption of mental 
energy, certain elements of the repressed material frequently 
break through the repressing forces and emerge in the form of 
symptom?, or of other instinct-driven conduct, whether re- 
pudiated by the repressing ego or not. 

We may pause for a moment to consider where the ego gets 
its everlasting energy from. The answer is interesting. The ego is 
a modified portion of the id, and it gets its energy actually from 
the id sources which it is occupied in opposing. This process is 
called anti-cathexis. Gathe.ris is the libidinal investment of an 
idea or tendency, and anti-cathexis is said to occur when this 
libidinal investment is as it were taken over by the ego to oppose 
the idea or tendency which was formerly invested with it. In 
consequence we get an equally powerful and insistent impulse 
in the opposite direction to the original tendency. This process 
may become conspicuous in such an illness as obsessional 
neurosis where the excessive reinforcement of the opposition- 
opposition to what the instinct wished to do— is characteristic 
of the disease. For instance, an obsessional patient with strong 
destructive and dirtying instincts, sucii as the case described in 
Chapter XVII, may be constantly preoccupied willi precautions 
against dirtying or destroying, and with obsessional cleanliness 
(cf. the hand-washing ritual of many obscssionals). The mental 
tendency which is thus formed by anti-cathexis has the same 
compulsiie insistence (its essential characteristic) as the repressed 
instinct from which it derives its energy. A less striking mani- 
festation of the same mechanism is apparent to the psychologist 
in the violent repudiation of violence, for instance, the con- 
duct of crowds who lynch {i.e. murder) a murderer, and of 
tlic Stale wliicli, with cgo-placaling rationalisations, behaves 
similarly. 

To return to our concept of conflict between id and ego, and 
the process of repression whereby the ego endeavours to keep 
the id in order. Tlic task of the ego is a dilficuU one. It constantly 
fears the vengeance of the supcr-cgo if it is ovcnvhclmed by the 
more powerful id. At the s.'imc lime it has, perhaps fortunately, 
so slight an appreciation of reality os we know it that it is 
constantly being carried along by ilic id wiiliout recognising 
that opposition is called for by reality. So tliai the early ego, in 
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spite of its rufhlessness in places, may still be as mad as the id 
in other respects. 

This brings me to another concept which is of special interest. 
\Vhereas ah. psychoneurosis is regarded as being the result of 
conflict between the id and ego (strictly speaking between the 
id and the super-ego) in which the ego maintains its contact 
with reality relatively unimpaired, psychosis (mental illness, m- 
sanity), on the other hand, is regarded as a state in which the 
demands of the id have unduly influenced the ego — the ego has 
as it were turned too sympathetic or complaisant an ear to the 
id — ^with the result that the ego’s relationship to reality has been 
impaired, so that now conflict would He between the ego and its 
environment. I think this is an interesting conception and worth 
retaining in spite of the fact that modern psychiatry has some 
justification for coining to the conclusion that “The distinction 
between neuroses and psychoses is at times convenient but ^vith- 
out substance”,^ and as we showed in Chapter XXI, pp. 265-6, 
Freud has pointed out that there is some, as it were, localised 
degree of ego-impairment even in a psychoneurosis. 

Impairment of the ego’s relationship to reahty is also com- 
monly brought about through an undue influence from super- 
ego sources, in fact this is so common, and usually shared by so 
large a majority of people, that the result, instead of being called 
a mass psychosis, is commonly regarded as a cultural, national 
or reHgious ideal. The difference in results between it and a 
psychosis is that -while the latter destroys the indi-vidual, the 
former is commonly responsible for mass destruction. 

In our diagram the conflict in nervous disturbances would 
seem to He principally at “X” between the id and the ego, 
whereas in psychosis the ego has already been overwhelmed by 
id forces and the conflict would He principally at “Y” between 
the ego and en-vironmental reaHty. Similarly in the third sug- 
gested instance where the ego’s reahty sense has been impaired 
by super-ego influences. 

The primitive mind is reHeved to some extent of conflict at 
the fmt level, but ob-viously has a considerable amount of this 
conflict at the second level. We all recognise, for instance, that 
a child s relationship to reaUty is imperfect, and that he may 
not be unduly conscientious about it however over-conscientious 
he may be about some things which do not matter so much on 
• Mapothcr and Lc%s-is in Price’s Text Book of Mcdidni, 6th Ed. p. 1821. 
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instancej as a bias (a “localised” psychosis) whether “we are 
conscious of its existence or not. 

It is a matter of some speculation as to why the greater part 
of the super-ego is unconscious, as it is topographically and 
functionally regarded as a repressing force itself responsible for 
keeping a large portion of the mind repressed and therefore 
unconscious. How comes it that the force which does or main- 
tarns the repression is itself unconscious? The ans^ver is still in 
the realms of speculation, but as this is developmentally one of 
the earliest regions of the mind, and as it is from the first so 
intimately related to terrifying phantasy and intolerable conflict, 
it seems to me understandable that it should be repressed 
through its close association with these phantasies and conflicts. 

We may now visualise the adult ego as standing as mediator 
between the conflicting demands of the id and the super-ego on 
the one hand and the requirements of reality on the other. 
There are constantly present intra-psychic tensions and conflicts 
between id and super-ego in addition to intra-psychic conflicts 
due^ to the opposition of one instinct to another witliin the id. 
Whilst the ego’s function is to act as mediator between these 


conflicting demands, it must at the same time take reality into 
account, in spite of the fact that it itself is continuously having 
its reality appreciation impaired by the influence of the forces 
which it is endeavouring to deal with. When the ego fails to 
carry out its functions the result is a psychogenic illness. If ^ 
normal degree of reality adjustment is achieved only at the 
expense of emotional evidences of internal disturbances, the 
result is commonly called a nervous illness. If, on the other 
hand, the internal disturbance is “dealt with” at the expense 
of reality relationship, the result is called a mental breakdown, 
or psychosis. This is supposed to be so incomprehensible to the 
average person apparently because he is unaware of the fact 
^ including his own, escapes impairment. In other 

wor^, none of us is perfect in his mental functioning. Analysis 
o t e most so-called normal person very speedily reveals tliis 
^P^fl^cnt, at least before analysis, is not likely 
to troubl^e him so much as it may trouble others. What 'iviU 
trouble hiin more be the intrusion of conflict, forcing its 
^ protective repression, into his conscious mind. The 

^ conflicts, whether they impair the ego 
, 1 ey carry the ego with them, break out in the form 
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of some ego-accepted behaviour. If they do not gain ego accept- 
ance they are, nevertheless, constantly breaking out in some 
form of symptomatic behaviour. 

We will find in every symptom, as in every form of human 
behaviour, belief or judgment, a contribution from each one of 
the various topographical regions into which we have here 
divided the mind. There will be first of all, as the source of the 
symptom, belief or judgment, the dynamic force of some primi- 
tive instinct, or a component part of such an instinct. There 
will be some element from the opposing super-ego. There will 
be some element, such for instance as epinosic secondary gain, 
into which the ego will enter, and, of course, reality will con- 
tribute some little part. * 

Theoretical Concepts'. In contrast to the simplicity of this mental 
topography, the theory of psychodynamics and mental function- 
ing makes use of such a vast number of theoretical concepts 
that I think it necessary for the sake of clarity to review these, 
even though some of them have been previously mentioned in 
the course of our topographical description. Thus: the instinct 
forces of the id are divided into Eros and Thanatos, or the life 
and death instincts, wliich manifest tJiemselvcs respectively in 
the sexual instinct on the one Jiand and the aggressive (or 
destructive or repedlivc) instinct on the other. In this contrast 
we detect the important concept o^Cor\Jlict at its lowest and most 
fundamental level, but it should be borne in mind that these 
opposites can in some degree unite with each other — as we may 
sec for instance in the phenomenon of sadism. 

Again, there can be a functional conflict between the pleasure 
principle (wliich, generally speaking, means the discharge of 
energy or tension along the path of least resistance) and the 
so-callcd reality principle. The former is the special province 
of the id, and the latter of the ego. 

It has been said that the id is the reservoir of mental energy. 
This can be conceived of as the stcam-prcssurc witJiin a bojlcr 
— the pressure that, passing through various mechanisms, sets 
the wheels in motion. Now this energy is clinically manifested 
in two forms corresponding to tlic two fundamental instincts. 
The form which manifests itself as repetition seems to be outside 
the pleasure principle and the reality prindpic, and is sull rc- 
lauvcly obscure, but the form uhich is principally responsible 
for making the wheels go round, ihcfonn \vhich corresponds to 
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the sfeam-pressure in our engine analogy, that puts the -whole 
mechanism into life and activity, is of the utmost importance 
for an understanding of mental dynamics. For conceptual pur- 
poses this energ}’- has been, as it were, extracted jfrom its instinct 
source, and given a name of its o%vn: Libido. As pre-vdously 
stated, it can be conceived of not only as the energy or dynamic 
force of the sexual instinct, but also as capable of as many 
transformations, changes of direction and vicissitudes as the 
steam-pressure "within the various tubes of the steam-engine. 
There is a -vital quality about it which justifies this special con- 
ceptual abstraction. Though it includes the term “erotic”, it is 
-wider than this, for it includes even the energy behind the 
infant’s urge to suck, and, indeed, the lust for fife itself. Also it is 
regarded as lying behind any emotional attachment not only 
to all persons, but even to concrete objects and abstract ideas. 

There is a hbidinal feeling-tone in every portion of the hving 
body, and it is conceivable that every living cell and organ 
contributes to it, even though there is no localisation to the 
source of these contributions. Localisation does, ho-wever, occur 
most markedly at specific places or regions, and these have in 
consequence been called the “erotogenic zones”. We have con- 
sidered them in some detail in the previous chapter. It should 
be mentioned that their erotogenicity may extend for a con- 
siderable distance around them, and, indeed, to some extent it 
includes the entire surface of the body and even its musculature 
_and its interior. It ^vas noted that these erotogenic zones are 
mostly at the orifices of the body where external things can be 
taken in to affect the "vital interior and vice versa. It is probable 
that this is the physical basis upon ivhich the psychological 
phenomena of introjection and projection are founded. 

From a consideration of hbidinal development through this 
succession of erotogenic zones, it -will be seen that adult genital 
s^uahty doK not spring into being miraculously from nowhere, 
ut t at it is as it -^vere a finzd stage of hbidinal organisation 
avmg roots and origins in the erotogenicity of ah h-ving tissue 
and p^smg through many intermediate locahsations before it 
y ^^^^hsed in its fuUy adult form. There is psycho- 
analytic^ evidence that the foundation of this pattern is laid 
o\.*n in in anc^ , however latent or repressed it may subsequendy 
ecome. n ee , the infant’s life is even more proportionately 
sensuous or sensual than that of the adult. 
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With the achievement of the genital organisation of this early 
pattern and consequent capacity for whole-object 
fexual object at least in unconscious phantasy, naturally tends 
to betSe parent-imag^ of the opposite sex. Put crude^ it 
may be said that little boys marry their mothers and little pris 
marry their fathers. The reverse takes place in cases of inversion. 
?Hs s tuation, natural or inverted, leads to extraordina^. 
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expression through it instead of through the original instinct 
(cf. Chapter VII, “The Problem of Anxiety”). The result is 
what is called an “Anxiety State”. This is what commonly 
happens in cases where the sexual instinct is being unduly 
stimulated without achieving relief of its consequent tension; 
for instance, in engaged couples who go in for much courtship 
and incomplete sexual satisfaction (cf. Chapter VIII, “Nervous 
Breakdown”). In any case, it is usual for these impulses and 
ideas to find a way of evading the censorship, as the id is for ever 
trying to relieve its tension. They emerge by assuming all sorts 
of disguises and subterfuges to evade the censorship. 

Primitive mechanisms which are made use of in the attempts 
of the imconscious to evade the repressing forces and gratify its 
wishes include various forms of distortion, symbolism and condensa- 
tion. Distortion results from the work of the censorship whereby 
disgmse or blurring of a disturbing object or idea takes place. 
Sometimes the accent is put on the relatively unimportant part 
of a dream or concept. Symbolism is similarly a mechanism for 
carrying the affect through the censorship by means of attaching 
it to a relatively harmless object and thus enabling it to assume 
an effective disguise. This is a characteristic part of “dream 
work” whereby the manifest dream is formed from the latent 
content, but the process is more generally employed in the sub- 
stitution of objects and aims of cultural value for primitive 
objects and aims which were originally of a sexual nature. 

Some of these subterfuges of the primitive levels of the mind 
may seem almost comical to our way of thinking, but are never- 
theless very evident during analysis. For instance, in the inter- 
pretation of dreams where the manifest dream thought may make 
use of such symbols as kmves, swords, spears, sticks or umbrellas, 
the latent content can often be easily seen to be concerning itself 
wth heavily censored phalhc symbolism where the affect attach- 
ing to a particiilar repressed idea is endeavouring to force its 
way through the censorship. An affectively charged idea, if its 
dynamic energy is by itself insufficient to drive its way through 
the repressing censorship, may join forces as it were \vith other 
1 eas of similar affective tone and through their fusion a neiv 
composite formation is formed which, by dint of the combined 
energy of its component parts and by virtue of its disguise, forces 
Its way rough the censorship. The resulting image is then said 
to be produced by the process of condensation. 
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Secondary elaboration occurs when the ego takes a hand in 
modifying the new material, such as dream material, in such a 
way as to bring it more in line with conscious thought or 
reasoning. The dynamic energy, affect or emotion of id tend- 
encies is commonly displaeei on to ideas or conduct less heavily 
censored by the super-ego or ego. Sublimation is said to occur 
when these newly energised ideas or conduct are, far from being 
censored, really in keeping with super-ego and ego ideals, or 
when they are regarded as serving the reality advantages of the 
individual and of society. When, however, the repressed forces 
escape, in spite of ego resistance they may exhibit some manifesta- 
tion which is contrary to the ego’s wishes and injurious to its 
sense of security and well-being. There is then a state of conflict, 
and the escaped energy manifests itself in the form of symptoms, 
and the individual is suffering from a psychoneurosis. 

Sublimation, substitution and symptom-formation and all 
human behaviour other than instinct behaviour arc thus the 
result of the mechanism of Displacement of AJfeet. This mechanism, 
one of the many in the unconscious mind, is most important 
for our understanding not only of the mode of production 
of psychoneurotic symptoms, such as phobias, but also of all 
our sublimations and of the subsuiution of cultural values for 
the primitive instinctual and erotogenic valuations. Abundant 
illustrations of it have been given in tlie text of the cases described, 
and its mode of operation has been explained in their various 
psychopathologies. 

Sufiiccit to say that, on account of the resistance or opposition 
to certain ideas (particularly pnmitivc sexual ideas) and tlic 
ensuing conflict, these ideas, unwelcome to consciousness, become 
repressed into the unconscious, while the affect or emotion 
originally attached to them, being more dynamic, becomes dis- 
sociated and displaced on to other ideas which can be tolerated 
(or even Nsclcomcd) in consciousness. Thus the dynamic a/fccc 
reaches consciousness after all, and gains relief and expression 
by means of this displacement. 

In conclusion uc may review the dynamics and mechanisms 
of the mind as follows: 

Tension arises from somatic sources and accumulates in a sort of instinct 
reserrotr called the id. Thence it uouli tend to discharge itself along the 
established instirsl paths and emerge m the form of instimtict bthanojT. 
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In the course of development the smooth and ready working of this 
process is held in check, first by external agents such as parents and 
reality, and secondly by the super-ego developed not so much by the influence 
of these external agents as by the very primitive mental mechanisms of 
projection and introjection — projection of frustrated and repressed aggres- 
sion on to external agents and subsequent introjection of them as the 
embodiment of these repressed affects. 

But growing tension is intolerable and the dynamic energp or affefi of 
these instincts is for ever striving for relief of tension. This is achieved 
. largely through the mechanism of displacement of affect whereby the affect 
attaches itself to ideas or forms of behaviour which are permitted by the 
censorship of super-ego and ego {sublimation) . 

If it fails to obtain relief in this way, a state of conflict will arise. 
This may resolve itself in one of several ways. Either the impulses and 
affects will be repressed, in which case there is a constant expenditure 
of energy on the part of the repressing forces often resulting in mental 
ineptitude, with alternating anxiety and exhaustion; or, in so far as the 
accumulation of tension becomes intolerable, it may regress and reactivate 
component instincts; or, with or without these intermediate processes, it 
will undergo some degree of displacement of affect, and break out in spite 
of the ego, displaying itself together with some portion of the opposition 
in the form of a symptom: or, last of all, it will cause modifications of the 
ego itself, disturbing the latter’s appreciation of reality to a greater or 
lesser extent and thereby giving rise to a psychosis. 

It only remains to be added that each and all of these processes 
are continuously taking place in every mental apparatus, the 
only difference between one mind and another being the relative 
energy of the forces at work, and the relative degree to which 
the various mechanisms are employed. 

In other words, all persons display instinct behaviour, cultural 
or sublimated behaviour, symptomatic behavioirr and psychotic 
behaviour. There is no ego whose relationship to reality is not 
to some extent vitiated by the claims which undischarged instinct 
tension and super-ego anti-cathexes make upon it. 

\\^ether or not a psychotherapist believes in the psycho- 
ana ytical theory, and whether or not he uses the psycho- 
analyucal method, it would be as weU if he had a thorough 
imowledge of the former and a thorough training in the latter. 

it is as weU that a surgeon should have a thorough knowledge 
o anatomy and should be able to perform major operations 
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even if he is usually engaged in minor surgery. True knowledge 
and appreciation of psycho-analytical theory and method can 
be acquired only by submitting oneself to a complete psycho- 
analysis. Unfortunately, such knowledge and traimng are the 

exception rather than the rule. ir- 

The psycho-analytical method is based on the tlieory, its^ 
the fruit of much analytical expenence. that the roots of eye^ 
neurosis together tvith the roots of all character-formation he m 
the Oedipus complex (or earlier component instincts), deep 
down in those unconscious emotional patterns whieh were 
formed and fixed by repression, during the early years of the 
S^on ’s Infancy, when his mind first began to develop emoUon^ 
person s miai y, towards persons in his immediate 

appropnate dies It is as though he were under a 

having insight in ^ which he has no control 

compulsiori from “f j manner. This behaviour mil 

to behave in ^ „_r»tomatic behaviour, but also his love 

intst ht“nd even Us way of thinUng and acting in every 

5:*en,. m thm utfgo wilf bo able to direct it. instead of 
being directed by . » mcUiods of treatment wliich do 

Psycho-analysis hol^ tot^Ul meU 

not go so 1^. , • ur untouched, and arc therefore at best 

of the patient s of factors with which these other . 

not „ost merely adjunctive or precipitating 

methods dcU ^,^, 1.0 illness. Improvement resulting 

ftomdiSe other methods is .alvvajs incomplete, and often only 

tcmporaiy. nsvcho-anaI>tical method is to achieve per- 

The aim “f f mot of the illness, and at the 
'same dnm m put its psjcldc energies at the disposal of the ego 
or reason. 



CHAPTER XXXIV 


CRITICISM AND FUTURE OUTLOOK 
Part I; Criticism 

This enormous psychological structure built up by Freud and 
the psycho-analysts has been criticised in extraordinary detail 
by M. Roland Dalbiez in two volumes, which, no doubt, must 
be a godsend to those who for emotional reasons would welcome 
such a highly intellectual structure to rationalise and support 
their biases. It seems to me that there might be some warrant 
for this criticism if psycho-analysis had set out, as do so many 
philosophies, to construct deliberately a water-tight logical 
system, and with no other end in view except the construction 
of such a system, as an intellectual exercise in sophistry. Then 
it would obviously be inviting other sophists to join with it in 
this delightfully stimulating parlour game. M. Dalbiez has made 
this fundamental mistake in accepting what as a philosopher he 
has evidently taken to be a challenge. He uses the discoveries of 
Freud as material for his dialectics and philosophical hair- 
splittings. Many critics will find much that is praiseworthy in 
his intricate logical arguments and deductions, but I must con- 
fess that I have passed the age when such intellectual games and 
tricks of the mind take precedence over direct observation of 
natural phenomena. 
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the impression that Dalbiez’s attempt at assessment from the 
outside is, however philosophic and scientific, more the criti- 
cism of the lack of intellectual, philosophic and scientific defence 
work on the part of the compilers of the psycho-analytical 
theory, rather than a genuine assessment of the discoveries 
of psycho-analysis and its inevitably incomplete theoretical 
structure. 

The discoveries and consequent concepts and fundamental 
theories of psycho-analysis can be re-discovered and proved by 
the correct application of the technique, and therefore hold true 
despite any faults in the intellectual defence-ivork of their ex- 
position. However much such a person as M. Dalbiez may argue 
against their logicality, he sUlI has his symptoms and irrational 
instincts, and however much he may prove the illogicality of 
psycho-analytical construction, the mind still has illogical, 
primitive mecharusms and they continue to funedon according 
to their own illogical laws, and psycho-analytical theory still 
introduces some rhyme and reason where otherwise all is in- 
comprehensible chaos. 

There is, however, another external criticism of psycho- 
analysis which, though like all our cntichms it can hardly be 
guaranteed free from some subjective elements, may ncterthe- 
less seem to have at least a little justification. How little I shall 
attempt to indicate after its exposition. It may be stated some- 
what as follows: 

It commonly happens that when some pioneer, be it in 
religion, philosophy or psychology, by virtue of his exceptional 
insight reveals some epoch-making discovery and founds a new 
religion, philosophy or science, all the lesser people, those with 
the psychology of followers and not of pioneers, who flock to do 
homage to the new order, inski upon making it a rigid and 
unalterable doctrine. Thus wc eventually get a new reactionism 
taking the place of tlic old one which was superseded by the 
super-progressive who eclipsed it. 

What his disciples arc the last to see is the fundamental anti- 
thesis between their ps) chological make-up and that of tlic 
pioneer whose s>'sicm they stabilise, freeze and cndcasour to 
make sterile. Thus, for instance, Christianity, which was a 
spiritual and philosophic ed^cnce upon prerious religions, 1j.is 
become for 2000 >cars a retarding, if not a completely obstruct- 
ing, influence on future spiritual and plulosophic dc\dupmcnt. 
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The slightest departure from its Roman interpretation i^^ant 
torture and death. Sinularly, though not quite so n^d Y’ 

Treud’s pioneer contribution of psycho-analysis to the froze 
and sterile psychologies of the previous epoch. One can under- 
stand the charlatan and ignorant critic being de mre , 
may question whether the priestliness of the orgamsation is 
an example of that famihar phenomenon of intellectual uncon- 
ventionahty being over-compensated for by some unnec^sa^ 
rigour and ritual, with the result that the same rehgious Order 
is denied fresh impetus and life from independent imnds already 
possessing psycho-analytical erudition. It is perhaps as a result 
of this human tendency, so contrary to that of the spiritual an 
intellectual pioneer, that we get in the one case a multyUcity 
of divergent Orders, denominations and sects, if not cree s, an 
in the other case divergent analytical systems such as those o 
Jung, Adler and Reich, not to speak of the multitude ot lesser 

psychotherapies. 

This may be inevitable and not in itself so injurious to progre 
as is the related fact of the exclusion of all revolutionary clmicai 
and intellectual contributions to the stabilised-and-fast-becom- 
ing-sterile system. 

The majority of Freud’s followers today tend to band them- 
selves into an over-rigid constitution from which any mind, 
however much it may agree to use Freud’s discoveries in toto as 
its base and jumping-off ground, which prefers (like Freud pre- 
ferred) not to be bound and limited by the confines of past 
discoveries, is ruthlessly excluded from its counsels and figura- 
tively burnt at the stake as a dangerous heretic. 

There may be advantages as well as disadvantages in this 
extreme conservatism, but, to the minds of those offering this 
criticism, it is not altogether representative of the spirit of science 
in so far as science must be progressive as well as stable. Founda- 
tions, no matter ivith what increasing security they are being 
ever-strengthened, are not in themselves enough; there must be 
progressive building also — even new building on fresh territones. 
Even occasionally some structures may have to be pulled down 
and new foundations laid. The progress that is possible without 
such liberty of action may prove to be so hmited that cessation 
of development, if not inanition, \vill ultimately ensue. The 
pioneer spirit cannot be confined ^vithin the restricted domain 
of the pedant if science is to be progressive and worthy of its 
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name. Enormous unexplored territories remain to be prospected 
and conquered, including not only the territory of the individual 
and his mind, but the greater territory of the composite mind of 
man as a whole, and its objectivisation in the form of his social 
structure, national and internadonal. Indeed, the entire socio- 
sphere may well become the province for a truly pioneering 
psychology with sure scientific foundations. 


It may be that there is something to be said for this sort of 
criticism, but there is a good deal to be said also on the other 
side. The exponents of modern medicine, based as it is on com- 
paratively recent progress in chemistry, physic, anatomy and 
ohvsiology. have also found it necessary to band themselves into 
a rigid constitudon to exclude those who would claim to have 
solved its problems without being even conscious of the emstence 
of the elements of knowledge upon which it is biucd. Perhaps 
it too has almost reached its Umits within these ngid confine. 
But even so, it is only likely to accept, and that most reluctantly, 
expansion (inevitable through the advent of chnical psychology) 
from those who are already versed m its learning and members 
of its corporate body. The psycho-analysts are no «tept.on to 
this general tendency. It may be indicauve of hfe and vitality 
within the confines of their associadon that in very recent years 
the English group since 1945, including the mam elements from 
nraedeally die whole of Europe, has shown less cohesion and has 
Ltually disrupted into two or three mam groups with increase 
of individual divergence. At the same ume, whatever modtfica- 
dons may be taking place, and however djvcrgcnt and dis- 
ruptive some of these modifications may be. die principal 
foundadons as laid down by Freud remain intact and capable 

ofsuppordng a variety of developing structure 

There is certainly a great deal to be s,-ud for the pure 
nssclio-anal>st who insists upon seeing every case m which he 
undertakes treatment at le.ast five or six times a » eck and refuses 
to be distracted by consultadons, extemporary treatments, 
temptations to effect pardal cures, and relatively lucrative cx- 
Dcdicncics. Perhaps lie is in ihU sense more like a pnest than 
like the business man or more material^ -minded colleagues 
who prefer to deal with immediate “practic.ir' isiucs. Some of 
these latter m.ay consider that he has lost his rc.dlly seme, in 
that howev cr greater may be his learning the number of patients 
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he treats will be incomparably fewer and his income corre- 
spondingly smaller. 

I am reminded of a great financier and business promoter 
who, being driven to seek advice on account of marital diffi- 
culties, after a few weeks of attendance looked at me with 
mingled admiration and contempt and said: “Do you mean to 
say that you spend eight or ten hours a day sitting in that chair 
earning these paltry fees by your own efforts when, if you let 
me put you in the way of it, you could make more than your 
year’s income in one deal. Good heavens man! It is you, not 
me, that must be a bit mad, and you aspire to cure my madness!” 

Perhaps aU science, including both scientific research and 
apphed science, must be a compromise between intellectual 
pleasure tendencies on the one hand and reality adjustments, 
such as economic adjustment, on the other. It may be that the 
psycho-analyst who prefers to see each patient each day at a 
consequently much-reduced income is merely leaning more to 
the first extreme, whereas the consulting psychiatrist is leaning 
to the other. There is place for the psychotherapist between the 
two. He may in some respects be showing a better adjustment 
to several realities, including not only that of his material 
advantage, but also that of his preference for a varied and more 
stimulating intellectual diet, together with the external reality 
of the fact that the number of persons requiring treatment far 
exceeds the supply of therapists, and this disparity would be 
even more marked if aU therapists worked on purely psycho- 
analytical lines. 

The impact of the varied work of a psychological practice, 
including as it does numerous consultations for doctors, attempts 
to render help by a variety of means, including sometimes 
advice, prescriptions of drugs, change of circumstances, sympto- 
matic treatment, a limited number of psycho-analytical sessions, 
and so on, has its disadvantages as well as its advantages. I have 
compiled in book form, imder the title of Deep Analysis, one case 
history of a complete, or all-but complete, deep analytical study 
of a single case, but the cases described in the present volume 
are, for the most part, instances of analytical psychotherapy 
which do not go so far as a psycho-analytical ideal. 

The subjective disadvantages of a full or overflowng pro- 
gramme are particularly ini^cal to deep analytical ^vork, and 
when thus pressed and wishing at the same time to ensure the 
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best and most reliable treatment for a case that was not respond- 
ing favourably to extemporaneous attempts at environmental 
ad^stment and superficial therapy, I have had resource to 
transferring the patient to one of the high-pnests °f P"^°: 
analytical technique. For instance, the 
mentioned in Chapter XXV (p. 3^5) : Ming 
that the patient was not improvmg sufficiendy by 
tional advice, and each of us having too full a programme to 
undertake daily analysis, I w^ 
analytical situation from devdoping while I 
the Lcessary provisions for making such a treatment P°“'“n 
It anoX^ha^nds. Before d-'V n-ndance wa^prac^ h 
doctor brother would have to ^ 

nnrtice disDOsed of and a suitable post found to give ner me 
pracucc Qisposcu necessary economic founda- 

wmwmm 

eluded me to a larp endow me with her transfer- 

whilst her natura "n^'" ^ to assess her suitability 

ence, my essential funcuonwM not onj 

for psycho-analysis “>1 to use me as her 

especially to circumv „igi„ have made the sub- 

analyst, as P^srcsi ‘n MMcUon^^j^^ 

sequent prograinme „aj;ous and varied tasks whicli may 

This is just a hin f '^^riglrously exclude all patients 
befall a psychologis another doctor or 

except those who . prearranged programme of daily 
psychoUierapist w.^.th= ^^d that if he allows 

psycho-analytic activities, particularly the 

much variety to ucatment such as injccuons, shock 

administration o p y completely distract his mind from the 
stmc“".;icnrial forihe conducting of any sort of 

“ThU bli'rmc man important part of thU chapter. With all 
Tim bnnp technique and imiilcncc uj>on it, the f.ici 
llus desenpu .j . . ^f.^,chogcnjc disorders is in certain 
'""“■■'n' fumlh In art - a iciintific process. One levs only to 
"pit om”. to have one's own mcitl.al equilibrium duturbed. 
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to be distracted by the slightest worry or extra-psychological 
interests (such as general medicine), and one’s capacity for 
helping the psychologically sick is immediately, if only tem- 
porarily, reduced almost to vanishing point. Therefore one must 
confess that the first essential instrument of psychotherapy is an 
absence of anxiety of every sort in the psychotherapist. Patients 
lik e children feel the therapist’s calm and are better; or they' 
sense his anxiety and are worse. 

But while the presence of anxiety is fatal to treatment, its 
mere absence is not enough, unless of course a mere temporary 
calming is the limit of one’s ambitions. The therapist must be 
anxiety-free not by dint of “successful” repression of complexes 
and conflicts, nor by a convenient or gratifying projection of 
them on to his patient, but by dint of their having been released 
and dealt with on a conscious plane. In this way only will he 
be unafraid of the patient’s complexes, conflicts and their reper- 
cussions. But whatever the explanation, the fact remains that a 
certain proportion of art creeps into the work and appears to 
have as much if not more therapeutic effect than the applica- 
tion of scientific instruments. It is not easy to define the process 
in scientific terms. We may say that intuition and sympathy are 
two of its essential ingredients. It is difficult to conceive of a 
patient being helped without their presence in the therapist. 

It may be held that the more technique is strictly adhered 
to the less room does it leave for art, but this, even if true, does 
not entirely discount the value of the latter. As has been in- 
dicated throughout this book, it is not always practicable to 
subject every case to a rigorous protracted technique, and this 
for a large number of reality reasons. Therefore in clinical 
psychology we must not discount altogether the value of the 
therapist’s sympathy, intuition, and personal freedom from 
worry, conflict and repressions. 

He may still require a thorough-going psycho-analytical 
theory, and more especially technique, as a background or 
framework for the art of his therapy, but a point I would like 
to make in passing is that he also requires it as a defence. Its 
defensive value has many facets. To begin with it will help him 
against the ordinary human tendency, however great a doctor 
he is, to relieve his personal tensions, under cover of course, at 
the expense of the patient’s welfare, or in some lesser way to 
infect the patient with his suppressed irritability or other un- 
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helpful or destructive mood. Again, on the reverse mrface, it 
will help him to defend himself against the patient s affects, and 
particularly against the patient’s tendency to project a un 
wanted attributes, in short, the disease itself, upon the therapist 
and paranoiacally endow him with them. Only the analysed 
therapist will succeed in bearing this cross without at least some 
disturbance of his beneficent therapeutic mood. . , ^ 

Further, one may say that the more the psychotherapist re- 
linquishes the science of technique in favour of an app ica on 
of the art of therapy— which latter may mean to a large extent 
the extemporaneous manipulations of transference the mor 
he exposes himself to the dangers of psychopathic transferences 
of patients with inadequate insight and reahty sense, par- 
ticularly to the divergence between the 
order and its insistence that he should be an ™ ° 

the one hand, and the opposite insistences of the paurat s 
emodSnal pauerns on the other. Thus a strict ‘“hmque may 
be regarded as in large part a defence against aU the 
inherent in the therapeuUc situation. If we J 

however much they are other people s fires, it may “ well 
to be clad in asbestos suiUng, even if impedes our m 
meats and efficiency. Psychotherapy is 

the poUcy merely of closing aU the doors and pretending that 
there is no fire at all. 


Part II: Future Outlook 

The real criticism of all Uicrapy must be ''“'j 

it must be confessed that aU forms of treatment, P'>> 
as psychologieal, psyehological as well as physictd. leave muc 
to desireffi lA faet, die elaborate and =^00 

medical and psyehological science, ranpng fiom an 
of all ehemieai; physical, phjsiologieal and 
DS\choloincal, paediatric, sociological, clinical and analy . 
LowledS, are. from the most superficial to the most funda- 
mental. disappoindng in their results. No 
the ills of the soul has >ct been discoicrcd. The “ 

substitute faith for a reahty sense arc the nearest 3 ppro.icli to 
•■magic" in thU dep.arlmcm; but they cannot be rcg.ardcd .u a 
natiacca, for the jiolicy is short-sighted, amounting as il doa 
to the subslitudoii of delusions or pi)choiis for diis.itoraction 
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or psychoneurosis. The enthusiasm of Nazi Germany for its new- 
found ideal is a good instance of the fallacy of this “psycho- 
therapeutic” principle — ending, as must end all sacrifices of 
reality sense, in blood, disease and death. But whatever the 
psychotherapeutic method adopted, the impression of the 
clinician and psychopathologist is that it does not wholly 
eradicate the disease, presumably because it does not reach 
down to its deepest core, or to its primary aetiological beginnings. 

I. METHODS OF THERAPY DIRECTED TO THE SURFACE LEVELS 

Alterations of environmental situations and of actual conflicts, 
together with all other superficial readjustments, are effective 
only in so far as the disturbed personality is fundamentally 
normal in all respects. Normal personalities are continuously 
making such adjustments for themselves and for one another 
without resource to the psychotherapist. In so far as environ- 
mental situations or current conflicts are not spontaneously 
remedied, they are (apart from cases occurring in children) 
usually indicative of some psychopathic trend in those subject 
to them, and investigation almost invariably shows that they 
are indeed nothing more or less than the outward expression 
of such a trend. That is why therapeutic measures directed at 
such surface modifications are so extraordinarily rarely of any 
lasting value. 

2. METHODS DIRECTED SPECIFICALLY AT EMOTIONAL LEVELS 

■Psychogenic illnesses apparently caused (really precipitated) 
by recent traumatic events, especially such illnesses as war 
neuroses with amnesia for the events causing them, are almost 
the only illnesses to which such measures as hypnotism, narco- 
analysis and other methods directed specifically at emotional 
levels are at all appHcable. But here too results fall infinitely 
short of those which the inexperienced optimist would expect. 
Indeed, the uncovering of an amnesia such as this, and the 
amnesis, however detailed, of a traumatic event, often serve 
merely to uncover more deep-seated conflict and graver morbid 
structure. As I have repeatedly shown, especially in The Analysis 
of a War Neurosu^ and to a lesser extent in Chapter XXXI and 
in several other cases described in this book, the war trauma, 

‘ Notes on the Analysis of a War Neurosis”, Brit. J. Med. Psychol, vol. 1 9, 

pari 2, and War in the Mind, chap, xxiii, 2nd Ed. pp. 188-221. 
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or other recent traumata", prove themselves to be no more than 
a precipitating factor in the emergence of psychopathies that 
have ever-deepening roots. Hence methods directed specifically 
at uncovering recent emotional levels by such processes as 
hypnotism and narco-analysis, though they promded at one 
time renewed hopes for psychotherapists disappointed by the 
earliest failures to cure by conscious-level efforts, 
proved themselves to be only second to the first methods in 
ineffectiveness. 

. 3. METHOnS nESlGNEO TO UNCOVER AND SYNTHESISE THE 
UNCONSCIOUS LEVELS OF THE MIND 

Next we come to the third and modern group of psycho- 
therapeutic endeavours, namely. 

ticularlv deep analysis. These are sufficiendy important to have 
merited my 'fairly detailed description of the technique and 
Sme of their best-formed member, namely, psyclm-an Jy is. 
TUs “perCs, up to date, the most elaborated and perfected 

and sueSurof all the systems. Indeed, in tracing the roots of 
ana successiui 01 an , . psychosis it has found 

rsfiruSti^ablyinten^^^^^^ 

character up since birth on tlic basis of the 

sxr. igB- r ssSiT— .~”C 

effective an psychosis and psychopathic trend. To 

mamfestaUTO. ; pcrfcnccd it would seem amazing that 

the uninformed and^inc^c^^^^^^ clinician and practitioner. 

It IS not so. But 1 careful notes of family history, 

a”c«tr!d and collateral, it is amazing that it is esen so cffectisc 
as it proves to be. 

t METHODS OF TREATMENT DIRECTED TO THE BODY 

** ^ the basis of mind 

Is there, thcii, no absolute cure for psycliogc.ilc disorder and 
•„ r.r mciiino repercussions mental, physical and sociological? 
Must wc for ncr base wars widihi the mind and wars willim 
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the nations and between the nations? Surely we might with 
advantage direct our attention beyond the scope even of psycho- 
analysis in an attempt to effect stiU more fundamental levels of 
the personality. 

McDougall defined “temperament” as deeper than “char- 
acter” in so far as he regarded temperament as “the sum of the 
effects upon his mental life of the metabolic or chemical changes 
that are constantly going on in all the tissues of his body”^ — 
including of course the effects of the ductless glands now re- 
cognised to be of such importance. Now we may regard physical 
methods of treatment as an attempt to produce direct effects 
through the soma upon McDougaU’s” “temperament”. Par- 
ticularly in the form of endocrine therapy, such treatment 
might be regarded as reaching to a deeper level than that of 
psycho-analysis. But the sad fact remains that until we can con- 
struct a living human organism synthetically in the laboratory, 
determining by physical means the exact temperament which 
we require it to possess, we are, in our physical methods of 
treatment, interfering with a “machine” which is in all essential 
respects beyond our comprehension and total control. We are 
like professing watch-repairers who could not put a watch 
together. Furthermore, such ‘evidence as we have regarding the 
finesse of the influences of physical factors upon temperament 
and character shows that we are more likely to influence both 
temperament as well as character in an exact, desirable and 
controlled manner by psychological influences affecting the 
emotional life than by the direct injection of endocrine products, 
which endocrine products these emotional experiences should 
be automatically producing from the inherited glands of the 
body itself. While psychological influences affect such tempera- 
ment-bases as endocrine function inadequately, they do at least 
affect them appropriately, whereas, though physical methods 
may be adequate, often more than adequate, in their effect, 
their inappropriateness to psychological-environment adjust- 
ments may be truly appalling. 

In our present stage of knowledge physical methods of treat- 
ment often amount to no more and no less than throwing a 
spanner into the works of a machine which we do not properly 
understand. As one of their most modern exponents frankly 
admits with reference to endocrinology: “Glandular therapy in 

‘ McDougal], Outline of Psychology, p. 354. 
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psychiatry is rather the hope of the future than the practical 
measure of today”.* I would extend this to a wider generalisa- 
tion and suggest that wlxile physical methods of treatment may 
be the future hope, they remain the present holocaust! 

5. METHODS DIRECTED TO MAH*S INHERITED DISPOSITION 

Thus it will be seen that all these methods of treatment, from 
the most superficial to the deepest psychological methods, and 
beyond these to our empirical interferences with the metabolic 
and chemical changes occurring in the body, are at their best 
no more than palliative measures directed at varying levels of 
the psychic or somatic structure of the individual, but never 
reaching to the uttermost roots, which, in some invisible 
way, are for ever feeding the disei^e and tending to create it 
anew. 

The clinician, if he takes a very carelul family history extend- 
ing backwards to grandparents and earlier, may acquire a 
sufficient insight into aetiology to lead to his not being surprised 
at the inadequacy of all the above methods in their ambitious 
attempts to eradicate every vestige of illness. He wll have 
accumulated ample evidence to teach him that the psycho- 
pathology of even the slightest psychogenic illness goes deeper 
than the possible application of every Uicrapcutic measure, 
psychological and physical. He will have seen that not only 
instinct trends, but even tlie finest differences of cliaractcr (in 
the ordinary sense), show evidence of function passed on (not 
of course consistently, but by something suggestive of Mcndclian 
laws) through countless generations. The fact that such minute 
psychological differences are not only hcrcditablc, but arc 
actually inherited, show's, I am convinced, Uiat, however ac- 
quired, they must liavc /cd to some structural aherations, how- 
ever intangible; and not only this, but that these structural 
alterations have affected, and been passed on by, the germ 
plasm. 

The conclusion is unavoidable; that to cradic.itc or per- 
manently transform (*.<• cure) the roots of any psjchic 
dbposiiion or symptom, the tbcra\>cutic process would have to 
begin generations before the birth of the individual. In other 
words, really cfrcclivc and permanent cure will require ircai- 

« Suguit *n>l SUtef, U tf m 

p. 
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ment directed not simply at “character” or even “tempera- 
ment”, but right down to “disposition”, which in the McDougall 
sense corresponds to the sum-total of the instinctive qualities 
determined by heredity. Short of this we can hope only for 
palliative remedies, even by so far-reaching a therapy as psycho- 
analysis. The ambitious programme of complete cure, when we 
shall have abandoned our rudimentary hope of and belief in 
magic, will have to be extended to at least a form of prophylactic 
sociology, that is to say, to the creation of a sociological environ- 
ment which would cease to enhance or encourage disease 
tendencies. 

As the social structure, created as it is by the unanalysed, is 
and remains nothing more or less than an expression of their 
mass unconscious including all their unresolved conflicts, it 
appears to me that the psychopathologist will eventually have 
to step out of his clinical laboratory and take a hand in reforming 
the social structure in such a way that it will tend to retard the 
development of morbid trends and encourage the development 
of healthful instinct and ego expression. Some may consider on 
reflection that even such measures could at best be regarded as 
an expansion of psycho-analytical adjustment from its present 
individual application to an application to the corporate mind 
of man, and therefore in this sense still merely palliative, though 
wider and deeper in its field of treatment. Biologists in par- 
ticular would hold, like Havelock EUis, that the effective cure 
of morbidity will only be achieved by a universal application 
of the principles of eugenics; but, while far from discarding the 
theory, I am inclined to regard its ambitious application as 
analogous on a sociological plane, to that of physical treatment 
on an individual plane. The morbid combinations of individual 
healthy trends irrupting into psychopathies through the opera- 
tion of the Mendelian laws of inheritance, are probably so in- 
extricably intertwined through each individual member of the 
human species that attempts at isolation and sterilisation might 
prove in practice as clumsy sociologically as are physical methods 
of treatment individually, though, I would hope, not as in- 
effective in ultimate results. 

On the other hand, a prophylactic sociology analogous, as I 
believe it would be, on a social plane to psycho-analysis on an 
indhidual plane, is to my mind the natural method of readjust- 
ment. The very fact that leaders of people everywhere tend to 
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combine in conferences, etc., to create a better world is indi- 
cative of the natural operation of this process at work. From 
the psyeho-analyst’s point of view the only regret is that they 
take their unresolved and unconscious conflicts, complexes and 
biases with them to their various conferences, and no doubt 
implement or actualise them in their administrative activities. 
However, it seems that this is all part of a natural process of 
learning by the painful and bloody experiences of tnal and 
error. I am most emphatically of the opmion that this “rpse- 
strewn journey would be immensely shortened or expedited, 
and rendered relatively corpse-free, if every such leading rae- 
cutive of the human race were first subjected to an individual 
psycho-analysis before being permitted to occupy lus exalted 
position. 

The philosopher and scientist may have grave fault to find 
with the foregoing prescription for complete and absolute cure 
of all mychogenic disorder. The biologist in particu ar may point 
ourthrenvironmental change, such as sociological improve- 
ment, though admittedly " 

pemed iTeepin^witli all other acquired characters, to have 
Cerfea Sofver upon his germ plasm and the eomequeiU 
re“ crSn at each new birth of the previous psychopathic 

'^*Thb‘^subiect (Lamarckism) is of such outstanding import- 
, T ask the favour of being permitted a temporary 
ance that I mu^k importance is for 

digression, ihoug ^ os^chothcrapy, and not for the 

critics please to 

main subject of dns book, ana ^ ^ 

rendrn "^inadequacy in their ability .0 assess clinical 

’’'if rHS’eiTccTo'the much-dlscrcdited Lamarckian theory, 
found that by administering alcohol to gumea-pigs he 
StocUrd >0“"^ nroducc dcfccU in ihcir descendants, but 

tot X arrr tn lum mmm,tud a West lywrtrr ndm.hime- 

f e/eW. If therefore germ plasm may be injured, as we 
flow it may be injured, for imlance by such toxte agenu a. 
to Tneoranta polhdum, and if these injunes uil alfcet subscpient 
f frafilns, sse have /.mna/artr evidence of the transmmtbdity 
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of “acquired” characters. Admittedly this is not what we 
ordinarily mean by the inheritance of acquired characters 
through impingement of environmental stimuH, but strictly 
speaking internal stimuli, such as alcohol or the Treponema 
pallidum, are nevertheless in the category of chemical environ- 
ment, the soma being environmental to the germ plasm. 

But experiment may have a closer bearing upon the trans- 
missibility of acquired characters in the sense that is most 
applicable to psychological prophylaxis and cure, if we take 
such evidences as McDougaE’s elaborate experiment on the 
maze behaviour of %vhite rats. To give a fe-w details: McDougall 
placed rats in a tank from which they could escape by a dimly- 
illuminated exit. At the same time, he provided another exit 
more brightly lit which naturally attracted them first, but on 
their attempting to use this exit they received an electric shock. 
Half of each litter of rats only was successively subjected to the 
experiment. He found that whereas untrained rats made an 
average of 165 errors before learning to avoid the brightly-Ht 
exit which gave them a shock, the offspring of twenty-three 
successively trained generations of rats made on an average only 
25 errors. McDougall believed that this experiment definitely 
showed some evidence of Lamarckian transmission. Flugel con- 
siders that “It may eventually turn out that it will be by this 
^vork rather than by any other that McDougall ndll be best 
kno^vn to posterity”.^ 

We cannot here enter into the criticisms (e.g. by Grew, 1936) 
of McDougall’ s -work, but in spite of them one feels that an 
observer of ^IcDougall’s calibre ^vould probably have some 
grounds for crediting his observations and conclusions. Even so 
strong an anti-Lamarckian as Huxley admits that some experi- 
ments [e.g. those of Metalnikov, 1924, and of Sladden and 
Hewer, 1938) demanding a Lamarckian explanation “have not 
yet been discredited”. - 

W. H. Harrison’s (1927) studies of the saw-fly, whose larvae 
produce galls on -willow, provided modem experimental evidence 
in favour of Lamarckism despite Thorpe’s subsequent demon- 
stration that the egg-laying preferences for different species of 
\\rillow by different races . of this fly are determined by an 
olfactory stimulus and that “mutations”, suitable to the environ- 

-J' Flugel, Ons Utmdred OTecrs oj^ P^cholo^^ p. 278. 

- JuHan Huxley, Evolution (1944), p, 459. 
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ment thus chosen, will therefore be selected and incorporated.^ 

C. S. Myers^ reminds us that “David Katz (in his Animals and 
Men: Studies in Comparative P^chology, 1937, p. 245) quotes an 
example from K. Friedrich, where a change of appetite was 
experimentally produced in the caterpillar Lasiocampa quercus, 
whose natural diet is the oak. Some of these caterpillars, ^vhen 
transferred to the Scots pine, succeeded in using tlie needles of 
the latter as food, although many others died. Those who suc- 
ceeded ‘achieved this by attacking from the dp, as the needle 
is too thick to be spanned by their jaws. The second generation 
ate the pine needles without difficulty; they were adapted to 
them and thenceforth incapable of returning to oak leaves, which 
they attacked from the tips although they normally eat from tlie 
edges.* ” Characteristic of the fear biologists have of supporting 
Lamarckism, David Katz refers to these obvious examples of 
the inheritance of acquired characters as “something like muta- 
tions of instinct”! 

The Hymenoptera are supposed to provide the final knock- 
out blow to Lamarckism in that the workers arc neuter females 
and all reproduction is confined to the “queen” and “drones”. 
There are two possible answers on behalf of Lamarckism: one 
is that sucJi organisations have become, for this very reason, no 
longer racially adaptable, that evolution has in their case come 
to a standstill, having reached tlic limit of specialisation and 
stabilisation. The other is that though the “queen” and “drones” 
arc the sole bearers of tlic germ cells, these creatures arc con- 
stantly being influenced by the workers in the type of environ- 
ment provided for them, particularly in tJic type of nutritive 
environment, in the same way as the icstcs and ovaries of other 
living organisms arc influenced (cf. for instance Slockard’s ex- 
periments with alcohol, p. 463). 

At one time Pavlov believed he liad found evidence of the 
inheritance of his conditioned reflexes, though it seems that 
later he doubted lus own observations. Kamcrcr’s work on the 

• ItAiTiJon look a race of »4W*fly %»l»ich y.ai normally confuictl to die 

Sail* etuUfimutnA and for four i-ean trpl it on SJiw rxira. fis inoruiity patticululy 
ill Uic fint generation via* conMilcnUc, and lururvival ti rani to Iia\-e bern only at 
ibe capcnie ofllKBe wlw Hrrc "gmcucally best ada^trJ to tlic old licat" (Itiulcy’i 
>Tar*_IIamKu» all<7vi-nl liiu WM'.Dy loliaie 
acxcM to both »i>«ica o( willow, llw Lamarriiin ;ioinl u Uiai it rcijia.iird true to il.e 
dffu'r./adaisUlton toS^kr raSr<c.»lKn*ui«{ tbai illiad rxK ordyaci^uiml tiut adaj'U. 

1(00 but dial die new rariaJ clia/acirriiue was uanumiicU. 

• C.S Mjtts, Crrjrraf .VtlK<i»,S<-iacinbrf 
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transmission of acquired protective colouring appears 
credible, despite the usual criticism. In this connection it seems 
to my unbiological mind that the umversally evident fact th 
races whose ancestral Hfe has been lived in the tropics, o 
emiOTating to the temperate zones nevertheless continue to re- 
produce dark-skinned offspring, is itself far stronger eindence ot 
the inheritance of acquired characters than it is evi 
favour of the opposite contention. Seeing that all 
of the same species, we may well ask how it came abou 
those habitually living in the tropical zone acquired a 
under the skin lacking to those’ in more temperate regions, ine 
answer is obvious (in spite of the obscurantism of the biologists 
with their exaltation of such secondary evolutionary processes 
as Mendelian genes, mutations and natural selection to a posi- 
tion of primary importance), and the fact that they transmi 
this acquired character at least for some generations w en 
removed from their native habitat is evidence of the transmission 
of it. The further fact that lighter-sHnned people begin to 
acquire at least some degree of this pigment when expose o 
tropical light rays shows us the process whereby this character became 
acquired. The further fact that it is not transmitted to the offspnng 
of these sun-bronzed white races merely suggests to us that as a 
general rule environment must be perpetuated through many 
generations for the changes effected by it to become trans- 
missible. , 

Even so orthodox a scientist as C. S. Myers has as recent y 
as while I am writing (September 1945) admitted: “There are 
not a few who think that sufficiently prolonged genetic research 
is in time likely somehow to bridge the present apparently im- 
passable gulf between Lamarckism and neo-Darwinism. With- 
out some form of Lamarckism, it is hard to understand the 
evolution of mind, including that of instincts. The closer study 
of instincts may enable us to determine whether instincts are 
merely and always the outcome of chance variations in the 
germ plasm, perpetuated ab initio by heredity and by the opera- 
tion of natural selection; or whether they have not also been 
evoked by the interests, needs and efforts of the organism itself, 
assisted by, if not also assisting, inheritable changes in the germ 
plasm.” ‘ 

I am convinced that the failure of biologists to see the essential 

‘ C. S. Myers, British Journal of Psychology, General Section, September I945> P- S- 
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truth of Lamarckism and their insistence on the counter-claims 
of mutations and natural selection, is an instance of the common 
occurrence of scientists being so taken up with the mechanism A 
they fail to see the general principle, and is aho due to a 
fundamental failure on their part to f “ 

organism and environment together with the idejiuty m- 
diridual and species. Only thus could they discount 
fact that adaptation to environment is the essential condmon 
for the continuance of life, the essenual 

matter, and the essential element in 'he evolutionary proems 
a process which is notliing more or tes than an f 

principle of adaptation, and its apphcation to the =pee>“ “ “ 
whole I am convinced that ^ 

organisms in a more than temporary, m “ cm and leaving 

ing at the most merely changes m the somatoplasm and leaving 

hereditary procUvitiei totally unalfected, there 

prccess 2 Ictution with its essential wiredient ef adaptation 

“l“dly germ-plasm changes may lag behind possibly 

and\n"r!g.%b r^do^ may be .he processes whereby 
these changes are measure necessary to 

Therefore ^ j. ncmopaUiies and psychopathies 

eradiate the very , ^‘measure directed to man’s 

must be ‘ u sense of ‘'the sum of the instinctive 

dispositian m the h imreditv”. Such a measure requires as 

quahucs determined by hered y alteration in 

its therapeutic sociological environ- 

m^m: aTrStr^ttlfe psycho-analyst will have .0 

“"vhy“.heyyXmX“ •>- 

recognise .h.it.hyna..crorsu^^^^ 

pljcl!l.malyst w£ild rccogmse further that perfect service a. 
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prescribed by scientific knowledge, however perfect, can never 
be perfect enough! Gould love-making be perfect if mspirea 
simply by the reading of a scientific treatise on the subject, even 
by the memorising of all Havelock Elhs s nine or mnet^n 
volumes? The baby-tenders will have to feel the inspiration to 
their care from their own healthy instinct sources to execute it 
correctly. No knowledge can take the place of this, but know- 
ledge, particularly insight, can act as a useful guide or ov 

and a necessary deterrent for hate. ^ • 

Only the psychologist will be adequately aware of the impor - 
ance of the avoidance of all traumata, and then only the analyse 
psychologist^ who has also analysed patients and actually seen 
in practice the effects of such traumata. I am reminded of an 
incident in the late war when I had occasion to go to a village 
which was rumoured to have received a flying bomb some 
three nights previously. Seeing no sign of damage, I asked a 
native where the bomb had fallen. He said in a field two miles 
to the west. I told him the rumour and asked him if the ei^ 
plosion had been loud. He, not knowing I was a doctor, 
irascibly, “Loud enough to give my two-months-old baby 
diarrhoea ever since.” While the psychopatholo^ of adults 
causes the dropping of bombs, their psychopathies shall be 
visited upon the children unto the third and fourth generation. 

Psychologists recognise similarly that the quarrellings an 
other emotional displays, including sexual, of parents, even with- 
out the addenda of high explosives, also disrupt the foundations 
of security in the child and substitute anxiety for health. 

A hundred and one other sociological reforms affecting the 
emotional basis of life from the cradle to the grave, reforms 
which are likely to occur primarily to the mind of the psycho- 
logist, crowd in upon the imagination, but are hardly appro- 
priate for exhaustive treatment in this present work. I shall 
• refer only to a few in chronological extension of those already 
mentioned. 

The psycho-analyst ^vill wish to revolutionise the whole system 


* In case of misunderstanding I must here stress that I have used the terms 
“psychologist” and “psycho-analyst” to denote an exhaustively, if not fully, 
analysed person and not one of those practitioners who actualises his conflicts and 
deals with them by proxy of his patients instead of subjecting himself to treatment. 
Such “psychologists” are commonly even more prone than the average unanalyscd 
person to biases and jealousies and to the familiar projection of their complexes to 
create as mad an actuality as exists in the unconscious mind of us all. 
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of education so that the child is no longer stuffed with unin- 
teresting and useless knowledge {e.g. Latin), which he does not 
want and which is bad for him in any case, until he has acquired 
a revulsion from all learning and is taught chiefly to put up and 
perpetuate a resistance against it. On the contrary, all his 
natural curiosities and interests will be gratified, thereby in- 
creasing his intellectual appetite without limit, instead of spoil- 
ing it irrevocably. 

No person other than a clinical psychologist is likely to assess 
adequately the injurious effects of the socially and economically 
based inevitable maladjustment, or absence of adjustment, of the 
post-pubertal and adolescent life of all persons, whether or not the 
resulting stresses manifest themselves in neuroses, psychoses or 
merely in the usual morbid character formations and their 
expression in further sociological morbidities. 

Who but the clinical psychologist will appreciate adequately 
that the vast majority of people, ivomen as well as men, in trying 
to adapt their already injured sexuality to tlie social edict of 
malTimonj), experience at the best a succession of partial failures, 
the revenue of wliich is extracted in the form of nervous strain, 
psychoncurotic symptoms and morbid character traits! 

Who but the psycho-analyst will have full insight into the 
fact that all patterns of culture are but the externalised equivalents 
of man’s unconscious mind; and Uiat conventions, customs and 
insdtutions represent and perpetuate all that is stupidest and 
most injurious in primitive thinking; and that our criminal laws 
(advisedly so designated!) vivify and execute a savagery of 
which no individual civilised person would otherwise be capable! 

\VIio but tlic psycho-analysts would recognise — and I am not 
sure that they and otljcr psycliologbts (except me) do recognise 
— that feeling, emotion, is the essence of life; and, divested of this 
and its mental basis in phantasy and perhaps delusion, life 
becomes a meaningless misery, a mclancliolia, and must perish 
as surely from intcnial, subjective mental causes, .is (he un- 
fettered expression of emotion on a large or luiiional scale must 
destroy it by external, objective j)h> steal causes — a statement 
v\hich may now be underlined since the destructive utili5.i(ion 
of atomic cnergyl 

So long as the individual aspires to pure reason, so long will 
hU repressed emotions erupt to form neurotic symptoms or 
disabihiics, and, so long as Uic social structure b a drannatisaiion 
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of these impractical aspirations and the resulting conflict, so 
long will humanity suffer massively as well as individually. 

The failure of society to compromise between the rival claims 
of emo.tion and reason is, like the simpler individual failure, the 
cause of almost all conflict and its disastrous consequences, and 
on the sociological plane is responsible for the extravaganzas of 
religion and war on the one hand and the moribundities of 
effete over-civihsation and a falling birth-rate on the other. 

Thus we see that the new “prophylactic” social order cannot 
be the obvious “cold” product of cold reasoning as the non- 
psychologicaUy-minded reformer would try to make it, for such 
a heaven of frozen sterility would have little advantage over a 
heU of burning passion. Have we no alternative to the rival 
programmes of perishing in the solar fires of atomic explosions 
or freezing in the refrigerator of an emotionless life? Oh, for the 
time and ability to compile the new philosophy which must 
emerge from an unbiased study of the Mdden nature of life and 
mind, as surely as the new physics emerges from the discovery 
of the hidden nature of matter! 

In the meantime this much is clear: the necessary pro- 
phylactic alterations in our social structure will have to receive, 
some contribution from psychopathology; and only when these 
alterations have been perpetuated through countless genera- 
tions will there come about, gradually and progressively and 
through a Lamarckian process of evolution, a condition which 
we would today regard as a complete cure, primarily of the 
diseased, corporate body of man, and secondarily of us, more 
or less diseased individuals who comprise the indivisible portions 
of that body, all individual sufferers from a generalised psycho- 
genic morbidity. 
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Abreaction. The re-eitperiencing of repressed emotional tension. 

Addison’s Disease. A disease of the suprarenal glands, usually tubercular, 
characterised by extreme weakness, anaemia, wasting, very low blood 
pressure and bronze pgmentatioa of the skin and mucous mem- 
branes. 

Adrenals. Adrenal glands, also known as suprarenal glands, capsules or 
bodies, are two small organs situated one upon the upper end of each 
kidney. The medulla of the glands produces adrenaline, a substance 
which stimulates the sympathetic nervous system and the output of 
sugar irom the stored glycogen (starch) of the liver. The cortex of the 
glands produces corlin which seems to control the metabolism of sodium, 
of chlorides and of carbohydrates, and is also concerned with sexual 
physiology. It is essential to life. 

AETtoLOQY. The science of carnation. 

Attect. The energy of an emotion. It may be aroused by a variety of 
stimuli and is capable of displacement on to concepts with which it was 
not originally associated. 

Ambivalence. The simultaneous existence of opposing aifecU, usually love 
and hate, directed towards the same person or object. One or both of 
the affects may be unconscious. 

Amenorrhoea. The absence of the menstrual flow during the time of life 
at whicli it should be present. 

ikMSESiA, A memory blank. 

Anal Erotism. Pleasurable sensauons experienced through the act of 
defecation, or other stimulation of the anus, especially enjoj ed in child- 
hood and repressed later. 

Anal Sadism. ‘The aggressive instinctual quality assodaicd with the anal 
function, and apparently an extension and elaborailon of ihe earlier 
ora) sadism expressed in tbe biting instinct. It seems that the influit 
controls and ejects its auto-crotic anal “vsorld” — and ihcnce the outer 
world — with an omnipotent, aggressive quality. 

iVsAL'k'SA.SD. One who is being treated by analysis. 

/Vnorexia Nervosa. Loss of appetite from emotional disturbance, often 
leading to extreme cniaciauoo, and curable by ps>choUicrapy, 

iVs-n-CATiiEXis, The slufting of an emotional cliargc (cathexu) aatociaicd 
with one tmpubcon to an impulse of an oppositccliaracfer. i or instance, 
an original emotional interest in totUag or dirtpng rnay become an 
interest, often cxccsuve, in cleanlujcii;an<J unconseiousbatemayappear 
as conscious love. 

Afiiaua. AIom of ability, due toa ccicbral lesion, to pronounce words, or 
lo connect correctly words and tbetr mcaiung. 

Apnoea. Ccuation of breathing. 

iVatirACT. An artificul invkUkl 
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Auto-erotism. Self-generated erotic stimulation without resort to another 

Automatism. Automatic activity, i.e. activity without conscious knowledge 

Autonomy Nervous System. A complex system of nerve fibres and gangly 
(comprising thesomewhat antithetical sympatheUc and parasympatheti 
motor nervous systems) which exists all over the body, c e y ou 
the central nervous system, and which acts in a self-regulaPng way, 
independent of voluntary control, but reacting to ernotion, and supP/J- 
ing the glands, viscera and involuntary muscles with their regulating 
stimuli. 

Babinski’s Refuex. The name applied to an abnormal response of the 
plantar reflex. When a body is drawn along the outer part ot the so 
of the foot, instead of the toes bending down as they normally do, tne 
great toe bends upwards. 

Biogenesis. The origin of life (vegetable or animal) from hving matter; tn 
doctrine that living organisms can spring only from living parents. 

Biogenic Psychosis. The conception originated with Kraepelm, w o 
differentiated by the term “dementia praecox’’ a class of reactions wtiic 
he supposed to nm a dementing course. Craig and Beaton regar e 
biogenic psychoses as those resulting from abnormal reactions to ^peri- 
ences which should normally build up the personality, and as having 
no other cause than the patients’ failure to master life. In the light o 
family histories I would like to extend this to include hereditary pre 
dispositions with Lamarckian implications. The psychoses known as 
biogenic are dementia praecox, dementia paranoides, paraphrenia, 
paranoia, manic-depressive psychosis and the involutional states. 

Biosphere. The sphere of living organisms, both plants and animak.^Pro . 
Sir J. Arthur Thompson recognises three great “Orders of Facts • 1 ® 
Cosmosphere of non-living forces and things, the Biosphere of living 
organisms and the Sociosphere of human societary forces acting as units. 


Castration. Removal of the organs of generation. 

Cataeepsy. a condition of stupor ivith tense muscles or cerea Jlexibihtas 
(wax-like flexibility). 

Catatonia. A mental disorder characterised by alternating stupor, cal^' 
lepsy and occasional outbursts of activity. A symptom complex ot 
dementia praecox. 

Catatonic Frenzy. The frenzied activity of catatonia. 

Catatonic Rigidity. The muscular rigidity of catatonia. 

Catharsis. Discharge of emotional tension by bringing it to consciousness. 

Cathexis. A charge of emotionial energy investing an idea or object. 

Cerebral Dysrhythmia. Abnormal rhythm in the record of electrical 
activity in the cortex of the brain as shown by the electro-encephalogram. 
It is characteristic of a majority of epileptics. It is said to exist, as a non- 
specific type of dysrhythmia, in as many as lo per cent, of the popula- 
tion and interestingly increases as severer degrees of constitutional 
psycliiatric abnormalities are approached. (Sargant and Slater.) 
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Clinical Ongmally of or ^rtaining to the sick bed and hence to do with 
observation of the actual patient, as distinct from theoretical con- 
structions 

Clonic Movements. Short spasmodic movements 
Complex A group of affectively charged ideas which, through conflict, 
have become repressed mto the unconscious 
Conation The conscious tendency to action Aflcct, whether associated 
with cognition (perception, ideas and reason) or not, leads to conation 
CoNTLicT “War" between opposing elements in the mmd 
Conversion Hysteria When mentsl conflict, usually unconscious, in an 
individual whose libido has reached a gemtal level of organisation, gains 
expression by means of physical symptoms, the condition is known as 
conversion hysteria 

CosMospiiERE Tlie sphere of non living forces and things (Cf Biosphere, 
above ) 

Cretinism A condition due to thyroid deficiency, congenital or in early 
life, resulting in feeblemindedness, retarded growth and typical mal- 
development 

CYCLQTitYMiA A Condition characterised by recurnog phases of elation 
and depression, its extreme form being manic-depressive psychosis 

Death Instinct According to Freud, a deeply rooted uisunctua) impulse 
that serves to take the organism ^ck as far os possible to its ongina) 
inorganic state It is supposed to be closely associated with dstruebve, 
aggressive and repetitive tendenacs in die psyche, and to contrast with 
the *‘Ufc” or libidinal instinct 

Deceredrate Rigidity A form of muscular ngidity, due to spinal reflex 
action, when this is no longer inhibited by impulses from the cerebrum 
(bnun) Giving to the latter s destmeUon or severance 
Defence Resistance Afl contrivances, coiucious and unconscious, em- 
ployed by a person (o ai oid insight into hu motivations, or speciflcafly 
by an anaJ>'sand to retard the progress of bis anaJ}^^ 

Dementia Praecox or SanzopiiREMA. A psycliosu usually appearing 
before middle life and cliaractcnscd by introversion, repressed affect 
and interest, rcsulung in a splitting or dissociation of the internal hfe 
from appropnalc reaction to and cognisance of reality 
Desoxycorticostesiovc a synthetic chcmicaf compound fiav'ing die same 
action as “corun", the extract of the cortex of the suprarenal gUmi It 
his been used in die Ireauncnt of Addison's disease. 

Detuuescencx. Subsidence froinxwcUmg A term much used by Havelock 
Lllis to denote what he calls the second (urt of ph^-siologtcal* sexual 
acuv-ity The first part, tumescence or becoming tumul, is followed, with 
or without orgasm, by a comparatively rapid subsidence ufUic luiiudily 
with deeime in excitation. 

DurUACCMENT. Tlic tranifer of an allixt from ilic idea lo which it was 
ongmally attached to an aasoctated Idea. It is one of the most import- 
ant uneutociuus tncclianunu in the production of pltobias and other 
t^inpiomi. 

OstCKAUA. A disc-ascd comtiluUun. 
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Painful menstruation. 


Echopraxia. Meaningless imitation of gestures or movements made by 
others. It occurs as a symptom of dementia praecox. ^ 

Ego. That part of the id which has become modified by the impmgemen 
of external stimuli in such a way that it has become adapted to reamy, 
reality testing and activity, and is credited with consciousness. In 
tradistinction to the id, it tends to organisation into a umted who e. 
Ego Hypocrisy. A term invented to stigmatise the hypocntical g 
tendency to pretend that that which conflicts with its wishes is non- 

existent* • 

Ego Resistance. Resistance to insight, or to analytical progress, emanating 

from the ego or conscious levels of the mind. 

Ego-syntonic. Fitting into the harmony of the ego and thus accep a 
by it and helping to integrate it or build it up. 

Ejaculatio Praecox. A premature ejaculation of semen previous to, or 
at the beginning of coitus, and thus circumventing full orgastic satis- 

faction. /ecT? 'T* 

Electric Shock Treatment or Electric Convulsive Therapy { • 

for short) . Treatment by means of an apparatus of passing a me^ure 
electric current (e.g. 130 volts for 0.3 of a second) through the fron a 
lobes of the brain and thus producing an epileptiform fit. , • 1 

Electro-encephalograph. Theapparatus by which theregularrhythmica 
change of electric potential in the brain, due to the rhythmic discharge 
of energy by nerve cells, can be recorded. 

Embolism. The plugging of a blood vessel by some material, usually a 
blood clot, which has been carried through the larger vessels by the 


blood stream. , 

Endocrinology. The science which is concerned ivith ductless-glan 
secretions and the autonomic nervous system. 

Endo-psychic Phantasy. Phantasy having its origin within the psyche, tha 
is, not activated by any external stimulus, somatic or environmental. 
Epinosic Gain Motive. The secondary or superimposed gain which may, 
consciously or unconsciously, act as a motive in determining the form 
of an illness or in maintaining it. 

Erotic. Sexual. 

Erotogenic Zones. Sensitive areas of the body stimulation of which gives 
rise to erotic feelings. These areas are often where mucous membranes 
join skin at the bodily orifices. 

Euphoria. A sense of well-being, usually morbid or abnormal. 

Extravert. One who turns his interests outward and experiences his 
emotional life in relation to the stimuli of the external world. 


Farvdic Electric Brush. A wire brush through which a Faradic, or 
induction coil make-and-break, current is passed. It is used to cause 
powerful, though harmless, electric stimulation to an hysterically in- 
sensitive part. 

Fetish. Anything which is attractive on account of its association, usually 
through unconscious elements, with erotic pleasure. 
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Fixation Arrest of a portion of the hbidinal stream at an immature stage 
of development, either with refa'cnce to its erotogemc zone or with 
reference to its object attachment or both The level of a Gxation deter- 
mines the type of any psychosis or psychoneurosis ivhich later may 
occur, and the nature of its object attachment may determine its pre- 
senting form 

Frustration The action of frustrating, or an obstacle or force which 
stands in the way of gratihcation or of the aim of an instmct 

Genes Hypothetical umts attached to the chromosomes, each supposed 
to determine a special hereditary characteristic 
Genetics That portion of the saence of biology which seeks to account 
for the inherited resemblances and differences in organisms 
Genttai. Organisation That mature stage oflibidmal development when 
the Component instmcts have become synthesised with genital primacy 
and full capacity for object love In infancy it gives rise to the Oedipus 
complex and in later life to psychosexual union 
Gonads The generative organs, either ovanes or testicles 

Hallucunatiov a false sensory perception referred to one of the special 
sense organs as ol hearing, sight, smell, etc. 

Heoephrenia a type of dementia praecox showing a tendency to simple 
extreme introversion with withdrawal from the external world, ind 
often exhibiting such mamfestations as smiling, laughter, grimacing and 
mannerisms in speech and action 

Heterosexuauty Love for or erotic interest m a person of the opposite 
sex, I e normal psychosexual development 
Komosexuauty Sexual desire for a member of the same sex 
HvDRocEPtfALUS The term applied (o (wo different diseases of the brain, 
boUi of wlucli are cluiracteriscd by effusion of fluid into its cavities 
These are acute and chronic hydrocephalus 
Hyperpiasia An abnormal increase m the number of cells in a tissue 
Hvpertonus a state of increased tension, as of a muscle m a condition of 
tonic spasm 

Uypnaoogic State A state between sleeping and awakening 
Hv psoTisu The theory and practice of inducing by jisychological means 
a state resembling sleep 

ffv PociiosoRiA or //v roata^ofOAsa. A condrmwr of morlmi anr/efyabour 
the hciliJj, jn which various healthy organs arc believed to be diseased, 
lUrocLvcAEMtA Pic tcmi applied to a condition m whicJi there uasub- 
noniial quantity of sugar m the blood It may occur m states ofsurva. 
tion or after the adiniiuitraiion of insulin in large doses. 

Hysteria A ps>choncurouc disorder touhing from a condict {>ctwxcti 
the hbido, including non genitaJ organuaiion thereof, and ihc ego or 
suj>cr.ev,o, in wIikIi ibehl»djnaldme»aierrprcsseiia«d thus rtcfuifcii 
from direct or coiucmjus eapresupn aiid in whidt ihe tmcorocsiAti re- 
picssed inaicml laicr, ll rough duplacenient ami tonvctiion, lii«l» an 
outlet by all Indirrct somatic |saihway and thus jtoduers s>n,jt«iu 
ttcud dcKfibcs two piiiuirul vanciics (l) arwieiy h)TtciLi, m wludi 
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predominating symptom is amtiety hut 
nemosis in that the aetiological factum are 

infantile seaual traumata) rather than physical («.g. ^ 

current sea life); and (a) conversion hysterm, m which th' prm^^t^ 

symptoms are physical (hysterical ’ „here ' 

hysteria is a less important concept apphed sometim ^ 
the form or locus of the symptom has been strongly determmed y 
external factor, e.g. by a wound or physical illness. 

HYSTERiayL Conversion. See Conversion Hysteria. 

Id. The concept of an undifferentiated priimtive ^d 

innate urges, instincts, desires and wishes wthout e 

appreciation of reality, and apparendy dominated by 
p^rhiciple. Unlike the ego it is not organised or 
contrary' and incompatible urges can exist side by si 
necessarily entering into conflict with each other. 

Id RrsirrAircc. Resismuce to umJytical progress emanatmg fr m.^^ae.m. 
usually due to the energy of the repetitive instinct, or to a dismclma 
to permit modification of pleasure-giimg mstmct P^“^- is 

Idiopathic Epieepsy. A condition in which the mam or o ^ ^is. 

the occurrence of epileptic fits without to 

tinguished from s>-mptomatic epilepsy m which the fits are secon ry 
some organic disorder or disease, such as cerebral mjury or o. “ 
Imago. The fantastic image formed in infancy from an erroneous 

ception of a loved or hated person. 

Ineantii£ Amnese\. Refers to the memory blank which evidendy ° 
the adult’s recollection of certain early periods of his mfanc^. t 
not imply its literal meaiung of memory blanks occurring in inlancy. 
Inpanttle Traumata. Injuries to the psyche sustained during an 
These are largely of a sexual nature, but any overdose of emo on 
experience — such as a severe beating — can cause a psychic trauma, 
especially in infancy. . ^ 

Inhibition. Restraint or frustration of an impulse by an opposmg or , 
usually by an intra-psychic force. A frustration from ■within the psyc e 
iNsnNCTS. Innate patterns of discharge of tension. 

Intra-psychic. Within the mind. _ _ ic 'th 

iNTROjEcmoN. A mental process by which one identifies himself ua 
another person or object incorporating it into his ego-system, so a 
the previous object-cathexis is transferred to a portion of his ego ^ 
this brings about a profound change in the intra-psychic libidma 
situation. It is a process of assimilation of the object and of feelmgs 
associated to it; whereas “projection” is a process of dissimilation. ^ 
Introversion. The reversal of the libidinal stream from outward-seekuig 
to inward-absorption, with consequent withdrawal of interest from the 
external world to the internal world of self. When extreme in degree it 
is one of the characteristics of schizophrerua, melancholia, hypo- 
chondriasLSj-setc. 

Inxxrsion. (Seimal inversion.) A condition of the sexual instinct being 
turned to persi^ns in the image of oneself or of one’s parent of the same 
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5CX as oneself, homosexuality Havelock Ellis uses the term in a speaal 
sense to imply “inborn” constitutional abnormality towards persons of 
the same sex It is thus a narrower term than “homosexuahty, which 
includes all sexual attractions between persons of the same sex, even 
when seemingly due to the accidental absence of the natural objects of 
Sexual attraction, a phenomenon of wide occurrence among all human 
races and among most of the higher animals” (Havelock Ellis, Studies m 
the Psychology of Sex, \ol a, p i) "Inversion" is not generally used m this 
restricted sense but more commonly as a synonym for homosexuality 

Involutional Melanckolta A psychosis occurrmg between the ages of 
45 and 6o, and supposed to be due to the begmmng of the retrograde 
biological changes of senility, or of endocrine readjustment, as at the 
menopause It is characterised by despondency, delusions of self* 
unworthincss, agitation and suicidal tendency 

Latency Period Penod of life between the hypothetical end of infantile 
sexuality and the begmmng of pubertal sexuality 

Lesion Originally meamng an injury, but now applied generally to all 
morbid changes m organs and tissues 

Leucotomy The operation of cutting the white nerve fibres (See Frc> 
FRONTAi. Leucotomy ) 

Liwdinal Fixation or Libido Fixatton The rctenuoa of a portion of the 
libido at an early level of psychic growth, commonly with special refer 
ence to some particular erotogeruc zone (e g anal fixation) or to some 
early object atuchment (e g mother fixation) 

iJamiNAL Oroanisatton 'The emotional pattern or system of sequences 
assumed by the libido The hbido passes through many stages tn (he 
course of development From oral to genital the component insimcts 
all have their own organisation or pattcni, but full matunty is reached 
only at (he genital Icsel of libidina) organMUon wtdi its >»hole^bjccl 
(persons as such) relationship 

Lidioo The energy of the sexual instuict and of ils p$)dioscxuaI com- 
ponent imtincts It IS subject to many vicissiludcs For example, it can 
become aim inhibited (i e orgasm inhibited) and undergo unlimited 
cluplaccmcnt, men on to the persons own ego (narcissum, self love), 
asexual objects aiid abstract ideas 

hlANia Fcrtaimng to marua, or the cxaficd phase of manjc-deprcwvc 
ps) chosis 

MAMo-DtpREs«\-e Psvciiosii. A well-defined ps>chosis of the airccusc 
group diaracicmeil by (i) elation with os-cr aciiviiy, or (a) drprcuion 
with ps>d>omotor rclarUauoo, or (3) mixed fonus. It usually remits, 
though diroiuc sutes can supcnxnc, and it u not so prone to lead to 
dementia as are other j»i)chc»ies, 

Masockusi a perversion In winch sexual excitement u accucnjutucd by 
ihc wuh 10 be ph>'s*CAlly subdued and hurt, (t is the convtTxe WsoJum. 
the pctvvmoii in wlutli sexual {deoturc u obtained b> tnostau g, sub- 
dvung or inflicting jiain. fwxs arc duKly rciatol, the tUrner bcii g 
mote fcmiuinr, ihe Utirr more mosculuie 
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IvlASTURBATioN. The act of producing sexual feeling by manual mampu a 

tion of one's own genital organ or tte benae- 

Methedrine. a recently elaborated chemical stimula ry 

drine in its effects. r Vo Jntmrliirtion by Mes- 

1.IESMERISM. - Hypnotism. So named on account of its mtroducti y 

mer in Vienna about 1775. ^ r tViirrmrl secretion (from 

Myxoedema. a disease due to a deficiency _ Y*; . j i:fe (cf. 

disease or atrophy of the thyroid gland) .“’"^S^nating m 
Cretinism) and characterised by ^^tardatioix of me^ 
activity, changes in the connective tissue and characteristic y 

ness of the skin and alopecia. 

Narcissism. Love of oneself. _ cnnoressed mental 

Narco-analysis. The attempt to obtain unconscious or supp 

material from a patient by the aid of narcotics. (-ondition in a 

Narco-hypnosis. The attempt to produce an h^not^ 

patient, by means of narcotics, for analytical if unable 

Narcolepsy. Short, compulsory attac^ of miicular weak- 

to control. The term is also applied to short ^“acfe of m 
ness in which the subject faUs to the ground without 

sciousness. ^ 

Narcosis. State of being under the influence ^ uervous 

Neurology. The science of orgamc disease of the brain 

Neurosis. A functional nervous disorder. By some writers used to designat 
any psychogenic illness. 

Obsessional Neurosis. A psychoneurosis characterised by of 

of obsessions which dominate the thought processes and 

the patient. Compulsion neurosis. . ^ j ripviation 

Oculogyric Crises. Attacks in which there is a forced upw ^^jog 

of the eyes %vith head retraction lasting for half an hour or 
some distress. It is a special form of post-encephahtic ar 
Oedipus Complex. As in the play {Oedipus Rex) by Sophoc es, 
the Greek legend on which it is founded, the unconscious of m 
which these dramatisations originated, has been^ shown y psy _ 
analysis to contain a repressed constellation comprising a desire ° ^ 

place the parent of the same sex and to possess sexually the parent o 
opposite sex. It is something infinitely more powerful than comm 
sense that comes into effective conflict with the Oedipus conste a 10 
It is specifically fear of castration which causes total repression o ^ 
desires and phantasies. Amongst the evidences of this repression t er 
are the normal horror of incest, intimacy with the very person wi 
whom one had since birth or before birth been most intimate, an t e 
normal tendency to dramatise the repressed constellation in actualityj 
through the mechanism of displacement, by marrying a person in t e 
image of the repressed imago, and the persistence, at least in physRa 
form, of a repugnance for those in the image of the once hated or dis 
placed parent. Inability to deal adequately in these normal ways ivit 
the energy of the repressed complex and consequent regression to fixa- 
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Horn at pre Oedipm levels of hbidinal organisation, are the nuclear bases 

of psychoneurotic, characterological and mental disord^ 

Oedipus Fixation Libidinal fixation to the eraotiona p 

Oedipus complex, with or without change of o ject ^.xrreuon 

Oestrin a common trade name for oestronc, a pure^ tracted from 
product of the ovanan folUcular hormone, 

pregnancy tirme Its adnnmsttat.01. has various effects upon met 
bohsm, especially upon the menopausal syndrome 
Ontogenesis Development of the individual 

Oosperm A fertilised ovum (or female “se«i ) , j ^vamination 

Ophthalmoscope Mirror A bttic concave mirror use 

Orae EkoS, Erotte exe.tat.ou from stmtulatton of 
die pmnary source of erouc fedmg, tn babyhood 
vartable degree Unoughou. hfe m sp.te of dte So 

maturity with which it becomes associated, as evidenced by P 

mcnaofkissmg and vanous habits and pcrvcrsiom 

Orgasm The point at which crouc «cd by most 

becomes involuntary On the latter account o^U health 
persons m proportion to their prevailing ^ '‘oerfeci” orgasm, 
Orgiastic The 

that IS to say an orgasm which will result m CO p without 

tension and at the same tune satufy the whole psyche, u wi 
residual disturbance or conflict mucous membrane, 

Orihce An opening or aperture, miuUy external 

the hmng of the body s mtcmal channeb, joins the skin or 

covermg 

Pancreas A long glandular sccrcung pancreatic 

the stomach It lias tivo distinct vanelics o .. h,ch it pours into the 

juicc, the most important of the digestive jui , j^j^gpon absorbed 
imali intestine, aS (e) insubn. a 
directly into the blood stream, and controlling sugar m 

Paraesthesia Disordered sensation delusions commonly 

Paranoia A psychosis characicnsed by *>■» j jourcc m 

of penecuioo. love or hate Freud oonr.derr that it has 
repressed (unconscious) homosexual desires demenua praccox 

Paraphrenia A psychosis, lying between pam jcJunoni 

and characterised largely by fhsordcred disorder of 

less well organised than those of paranoia ^ 
behaviour Freud uses Uus tenn imtcad o j. jp^ognucdaisuch 
Parent bcRROOATZ. AsubsUtutcforthcparc ' . amounting to 

Paresis. Wraluicss of a mosdc or group o 

complete paral^-sis. v»Jucli may be objects of 

PartOdjects. Anatomical parU cif a pcT» ai a wliole iof 

interne lose or liatc without reference olj«») v.itboul 

tiutance, the baby loves the bre^t or^ IP , _ tKnutcnce of ihu 
ncccaianly his mother as a mous Ub«iu«i lixalioro. 

icndencylntoadultlifeuameMun!*^'*""**” all 
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Pellagra. A vitamin-deficiency disease, rarely seen in Britain, char- 
acterised by serious disturbances such as tremors, weakness, irritability, 
headache, depression, delirium, digestive disturbances, and redness, 
bronzing and roughness of the skin of the face and hands or other ex- 
posed parts. 

Perceptu^ Conscious. The spear-head of consciousness. That portion of 
consciousness which is momentarily the focus of the attention. 
ERip:mi^ Neuritis. Inflammation of those portions of the nerve fibres 
which are most distinct firom the central nervous system. 
eri^rsion. Any sexual act the object or mechanism of which is both 
lologic^y umound and socially disapproved. Perversions are usually 
e manifestation of a psychosexual component instinct in substitution 
tor mature genital sexuality. 

Phallic. Pertainmg to the phallus, the erect penis or its image, worshipped 
m sorne r^^ous systeim as symbolising generative power in Nature. 
OBiA. i orbid or unjustifiable fear, e.g. of some harmless object, activity 
or situation. It is unconsciously associated with some repressed and feared 
instmct desire. 

Phylogeotsis. Biogenic development or evolution, e.g. of race or species. 
(Lt. Ontogenesis: the development of the individual.) 

glandular structure no bigger than a pea attached to 
^ ° brain. It has four parts and many functions, including 

Pr V and sexual development. 

ino- tVi spoNaE. The normal reflex action produced by strok- 

d<nvnwar^^*^ whereby the toes are flexed 

exhibits the pregenital phases of 
exhibitio^m^t ^ ™P^ats, including oral and anal erotism, sadism, 

portion of consciousness which is not in focus but the 
contents of which can be recaUed at ivfll. 

fibres The operation of severing the white nerve 

ganglia etc frontal lobes of the brain with the basal 

wlfi^'&P frfrantile organisation of the sexual pattern in 

as oral anal pre-genital erotogenic zones, such 

Prognosis * PrerliVft ^ absorbing the greater part of the libido, 

illness" or condition. foretelling the course or results of an 

processes persons or things outside oneself of mental 

Len renressedi ’ °"gfriated ivithin one’s own mind (and have 

minds \vith con^^ of tension; common in varying degrees to all 

very characteristic'^of appreciation. It is 

Prophylactic. Preventative 

prevent disease. * rophylaxis is the measures adopted to 

Psyche. Ivlind. 

^'"SSTian^.SordS^ of medical science which deals ivith mental 
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Psycho analysis (i) A technical method introduced by Freudofbnngmg 
unconsaous conflicts, complexes, etc , into consciousness by the process 
of free association of thought, dream analysis and interpretation of the 
transference situation (2) The body of knowledge so obtained, includ- 
ing Its theoretical interpretation 

Psycho biology A term invented by A Mycr to designate his conception 
of mental disorder as a biologic^ phenomenon, that is to say as the 
product of the morbid reaction of the oigamsm as a whole to its environ- 
ment If this concept of morbid reaction as the determining iactor in 
mental disorder were held to include a Lamarckian like inheritable 
quality throughout a succession of generations, it would, m my opimon, 
fit the observed facts more adequatdy 
Psychogenic Originating m the mmd 

PsYCHONEXJROSis ftychogeiuc illness (i e without orgamc cause) char- 
acterised by derangement of the normal ways of gratification of the 
libido due to unconscious conflict, and, while Icavmg the ego or reason 
relatively ummpaired (cf Psychosis), givingnsctoavanctyofsymptoms 
and pathological states which arc amenable to psychotherapy 
Psychopathology The study of morbidity in the psyche 
Psychosis Insamty Mental illness which includes the ego or reason and 
therefore the person's relationship to reality (Cf Psychonsurosis } 
Psychotherapy The treatment of psychoncurouc, charactcrological and 
psychotic disorders by psychological methods, usually one of the forms of 
mind analysis, or by explanation, persuasion, re educauon, relaxation, 
suggestion, hypnosis, vegeCotherapy (Reich) or by occupational therapy 
Pyknic Type Short, stoc^, plump people, with rather short and thi^ 
necks, were termed by ^etschmer as belonging to his Pyknic type, as 
he found that the majority of those suffering from mamc depressive 
psychosis had this physical configuration, whereas the majority of 
schizophremcs belonged to his ‘Aesthenic” or “Athletic" types 

Rationausation The attributing of reasons for judgments, ideas or 
actions which are otherwise (usually emotionally) determined 
Reaction Formation A character trait, or its development, uncon 
saously designed to hold in check, conceal or contradict a tendency of 
an opposite kind Thus obsessional cleanliness would be a reaction 
formation against repressed dirtying tendencies Disgust, shame and 
moraht}' are other reaction formations 
Regression The reversal of the normal direction of the Itbidinal stream 
so that early infantile stages of its development (fixation points) are 
reactivated 

Repression The rejccuon from consciousness, by an unconscious mcch 
amsm, of mental matenal, concepts and affects, svbich arc unu clcome 
i\nalysis has sho\Nn that this material remains acu\e, and dynamic 
in the unconscious, that the expenditure of repressing energy continues 
and that the repressed commonly rc-cmerges in altered forms such as 
symptoms 

Retrobulbar Neuritis Inflammation of the optic nerve betund the eye- 
bail 
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Sadism. The achievement of erotic pleasure by victimising the sexual object, 
commonly by inflicting helplessness or pain upon him. 

Schizophrenia. Split mind. A psychosis, usually in early life, characterised 
by repressed afiect and interest with introversion and progressive 
dementia. 

Screen Memories. Memories which by carrying the affects of some earlier . 
experience serve to relieve to some extent the tension of that experience 
and thereby to cover, or inhibit, its emergence into consciousness. 

Sex-fugal. a word coined to designate the concept of movement of the 
libido or interest away from sexuality; usually instigated by anxiety. 

SiMMONDs’ PrrurrARY Cachexia. A rare condition of feebleness, wasting, 
loss of hair, impotence and premature semlity due to disease, atrophy, 
or destruction of the pituitary gland. 

SKOTOinsATiON. A condition in which the individual denies everything 
which conflicts with his ego, even to the extent of self-punishment for 
hatred of another, or, on a mental plane, of producing, through repres- 
sion, “areas” of mental “blindness”. (The Skoptsy, a religious sect, 
practised actual castration for the kingdom of Heaven’s sake.) 

SoiiATic Conversion. The conversion of emotional energy, usually hysteri- 
cal, into physical or bodily symptoms. 

Sopor. Torpor. The term “sopor” is used to designate a condition be- 
tween that of hypoglycaemia (insulin-induced) and coma. There is loss 
of normal response to questioning but not total loss of all response. 

Status Epilepticus. A condition in which a succession of epileptic fits 
occur -without interruption. 

Stilboestrol. A synthetic product corresponding chemically, and practi- 
cally identical therapeutically, with oestrone, the hormone of the 
ovarian pregnancy follicle. It is used especially to retard the process of 
menopausal involution. 

Stramonium. The dried leaves of Datura stramonium. From these various 
extracts and tinctures are prepared containing the alkaloid hyoscyamine 
with a little atropine and hyoscine. 

Sublimation. The process of deflecting libido from sexual aims to interests 
of a non-sexual and socially approved nature. 

Super-ego. That part of the mental apparatus developed in early life by 
the mechanism of repressing frustrated impulses, such as aggression, and 
projecting them on the frustrators and subsequently introjecting them. 
Its function is largely to oppose the id, often unreasonably, and even to 
criticise and pimish the ego if it tends to accept id demands. It is a sort 
of primitive unconscious conscience. 

Super-ego Resistance. Resistance to analytical progress and insight 
emanating from the super-ego and due to the rigidity of the latter’s 
formation. For instance, moral or religious values early implanted do 
not readily yield to the impingement of a more recently acquired 
reasoning. Nevertheless, though super-ego resistance is usually the first re- 
sistance encountered during analytical work, modification of the super- 
ego in the light of reason is usually the first-fruits of analytical progress. 

Symptomatology. The study of symptoms, usually of the specific disease 
or syndrome under consideration. 
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Syndrome A group of symptoms or signs which are found together and 
appear to form a chmcal entity, but which, in the absence of the dis- 
covery of a common underlying cause, carmot be held to constitute a 
disease entity 

Tauon Punishment Retaliatory punishment Punishment equivalent to 
the cnme The principle of “eye for eye, tooth for tooth” 
Thyrodectomy The surgical removal of the thyroid gland 
Thyroid A vascular gland consisting of two lateral lobes either side of the 
larynx connected by a narrow isthmus When enlarged it 13 visible, as in 
goitre It produces an internal ductless colloid substance which is 
absorbed into the lymphatic and blood systems The active principle of 
this colloid substance is thyrotoxme (See below ) 

Tiiyrotoxine The active pnnapleofihe colloidal secretion of the thyroid 
gland It exerts a profound influence upon the development and meta- 
bolism of the body (See under Cretinism and Myxoedema ) 
Torticollis Wry neck, due to the contraction or spasm of muscle 
Spasmodic torticollis is a nervous disorder which exhibits contortion or 
intermittent contraction of the muscles on one or both sides of the neck, 
the head being jerked to one or other side or backwards It can be an 
hysterical phenomenon or a tic 

Transference A displacement of any affect from one person to another 
Speciflcaliy during analysis the affects onginally felt dunng infancy for 
the parents become unconsciously displaced on to the person of the 
analyst so that the analysand feels towards him unjustifiable love and 
hate and has no insight into the phenomenon and its irrelevance 
Transference Resistance The resistance which an analysand exhibits to 
the normal analytical process of transferring his infant parent affects on 
to the image of his analyst At the same time it should be borne m mind 
that the phenomenon of transference is itself a resistance to the memories 
of the childhood emoUons which were originally expenenced dunng the 
Oedipus situation 

Trauma A morbid condition produced by an unpleasant experience 
Trigeminal Neuralgia Tic douloureux Neuralgia (pain) in one or more 
of the three branches of the tngemmal or fifth cramal nerve The 
sensory branches of this nerve supply the skin over the forehead and 
front of the scalp, around the eye, the cheek, the upper and lower jaws, 
the teeth, tongue and the uitenor of the mouth and throat The pain 
can be incredibly severe, sometimes causmg a spasm of muscles m the 
affected region It is usually psycboneurouc in ongin 
Tumescence A swelling up Specifically the tuigidity produced in the 
sexual organs dunng the pre o^asm stage of sexual ocotement 
UhcONsaous A region of the psyche which contains mental processes and 
constellaUons which are ordinarily inaccessible to consaousness, com- 
monly owing to the process of repression The technique of mind 
analysis is cspcaally designed to bang this unconsaous material into 
consaousness by overcoming the resistances and repressing forces, as it 
is from the unconsaous conflicts or onziplexcs and ^eir opposing forces 
or reaction formations that all symptocm emanate 
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Urethral Erotism. Erotic feelings produced by stimulation of the urethra 
(the urinary passage from the bladder to the exterior) during the passage 
of urine. It is one of the components of the genital sexual instinct. 

Vitamin. The term applied to substances which occur in minute quantities 
in natural foods and which are essential for growth and normal meta- 
bolism and the maintenance of health. The absence of one or more of 
them gives rise to deficiency diseases, remediable by their administration. 

Wernicke’s Syndrome. In 1881 Wernicke described a symptom complex 
which included (i) disturbances of the higher mental fimctions, such 
as memory and consciousness, sometimes progressing to confusion, hal- 
lucinations, delusions, confabulations, delirium and death; and (2) 
neurological signs and symptoms, such as disturbances of eye movements 
and pupils and peripheral neuritis. He thought it was due to haemor- 
rhagic imflammation of the hypothalamus of the brain caused by 
alcoholism, but it is now held to be predominantly due to deficiency of 
vitamin and perhaps of nicotinic acid. 

Whole-Objects. The person as a whole, in contradistinction to exclusive 
interest in some anatomical part. (Cf. Part Objects.) 
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aeuology, 220, 237, 296, 349, 350 
physical, 274 
psychogenic, 220, 274 
psychological, 270, 272 
affect, 207, 370-373, 446 8 
counter*, 363 

displacement of, 369, 447, 448 
dynamic, 447 

repressed, 367, 368, 432, 44O 
repressed traumatic, 407 
repressed war, 407 
undischarged, 364 
unrecognised, 389 
affeciive reacuon, 367 
sources, 271 

aggression, 204, aoG, 207, 224, 2G3, 2C4, 
306, 417, 43 Ii 433 i 436 
infantile, 369 
outbursts of, 30a 
primitive, 419 
repressed, 448 
sexual, 234 

nggrcssivc behaviour, 304-G 
impulse, 200, 388 
mamrcsUtions, 30), 431 
ps>cliopaths, 305 
aggressors, historical, 2G3 
sexual, 419 
agvlation, 375, 376 
aims, instinctual, 418 
hbidinal genital, 430 
alcohol, iCG, iCO, 173, >79, 180, 295, 
301, 463 

Almighty 1-ailicr, 43t 
Mother, 431 


Alaheuncr, 239 

ambivalence, 217, 218, 237, 424, 428 
amenorrhoea, 297 9 
amnesia, 228, 316, 351, 370-72, 378, 
388s 399« 4 o 8> 4*5. 4*8, 422. 458 
infantile, 26, 140, 352, 369, 370, 
372. 459 

post epileptic, 198, 305 
war, 372, 399 
amoeba, 61 

amoeboid movements, 269 
anal activity, 216 
mtercsts, 435 
level, 310, 213 

retention stage, 216, 218, 264, 2Q5, 
424, 437 
world, 427 

analysts, complete, 423 
deep, ai7, 262, 384, 419, 459 
reductive, 347 
short, 408 
socialist, 343 
superficiaJ, 371 
analyucal interpretation, 333 
investigation, 370, 371 
materia], 393. 416 
methods, 332, 350 
process, 357, 363 
progress, 358, 361, 383 
psychology, 345 
sense, 37a 
sessions, 401 

situation, 237, 341, 3C3, 380, 383, 

384,455 

technique, 332, 387 
trcauxicnl, 33G, 33.}, J55 
anamnesis, 33G 
anima, 347 

anil caUicxu, 439. 44O 
ant] Lamarckian experimcnls, 4C7 
anxiety, 46, 48, Gi-3 C5 60,69,71,72, 
74, ‘8» 77, 8r, O4, 80, 93. 91, »07, 

to9, III, 113, 123, i 3 |, 130, 131, 
150, <7<, '72, >79, t8o, 181, 187, 
190, 19G, 197, 21U, 3iq, 328, 30G, 
3^. 357, 358, 2fiG. 368, 370, 373, 
374, 3?5i 378. 380, 386, 387, 403, 
406-9, 418-22, 432, 445, 44«, 430, 
4OO 

acute, 77, 228, 309, 374, 418, 419 
attack, 32G 
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anxiety {conid .) — 
causes of, 306 
conscious, 116 
current, 371 
discharge, 95 
-equivalents, 104 
factors, 368 
infantile, 94 
morbid, 61, 65, 107, 110, 420 
neurosis, 78 
problem, 81 
repression, 421 
sexual, 70, 82 

states, 26, 64, 69, 72, 74, 75, 79, 84, 
93>95> looj “2, 115, 143, 170, 183, 
190, 191, 196, 209, 229, 297, 298, 
303, 306, 307, 310, 370, 446 
-stimulation, g6 
symbolical representation, 81 
symptoms, 66, 74, 79, 196, 298 
tension, 95 
apathy, 241 
aphasia, 320 
apnoea, 320 
archaic severity, 385 
archetypes, 347 
artefacts, 332 
asexuality, 196 
asocial type, 243 
asthma, 68 

asyliun population, 315 
practice, 298 
atmospheric pressure, 294 
atomic theories, 350 
attitude, catatonic, 247 
auditory hyperesthesia, 104 
auto-erotic, 213, 424, 427, 428, 430 
auto-erotism, 28, 405, 435 
auto-intoxication, 270 
automatic obedience, 273 
automatism, 230 

autonomic nervous system, 94, 97, 151 
auto-suggestion, 323, 334, 335, 336 

Babinski’s reflex, 318 
babyhood, 408, 413, 421 
backward type, 243 
Banting, 317 

barbiturates, 166, 173, 304, 308, 309 

beliefs, 323 

Bell’s palsy, 13 

benzedrine, 301 

Bini, 315 

biochemistry, 293 

biogenesis, 26 

biogenic processes, 220 

biological principle, 296 


Bion theory, 340 
biosphere, 31, 240, 467 
blackout, 294, 295, 371 
blastopore, 216 
Bleuler, 239, 241, 282, 338 
blood pressure, 299 
sodium estimation, 299 
Braid, 330 
brain cells, 268 

breakdown, 123, 232, 241, 247, 421, 
442 

Breuer, 353, 425 
bromides, 166, 173, 303, 304 
Buchmanism, 343 

Camphor, 314 
cardiazol convulsions, 315 
case- taking, 327 

castration, 143, 187, 188,207,226,266, 
371, 408, 414 
equivalent, 151 
phantasy of, 1 1 2 
self-, 207 
threats, 72 
catalepsy, 295 
cataliser, 269 
catatonia, 284 

catatonic excitement, 249, 273, 298 
postures, 281 
rigidity, 272, 273 
violence, 273 
catharsis, 426 
cathexis, 439 

causation, organic theory of, 281 
causes, basic, 346 
exogenous, 309 
fundamental, 282 
hereditary, 240 
infantile, 255 
organic, 274, 279 
psychological, 306 
Celetti, 315 
censor, 191 

censorship, 367, 445, 446, 448 
vmconscious, 191 
cerebral dysrhythmia, 302-6 
character, 331, 341, 342, 345, 399, 425, 
459-61 

aberrations of, 304 
changes, 205 
formations, 469 
inheritance of, 466, 467 
schizoid, 250 
traits, 237, 304, 469 
ch^acteristics, hysterical, 295 
inherited, 206, 294 
characterological cases, 219 
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Charcot, 338, 426 
charlatan, 330 
chastisement, 256 
chemical adjuvant, 301 
changes, 460, 461 
constitution, 293 
stimulants, 302 
chemistry, 291, 293, 453 
child an^ysts, 432 
hysterical, 377 
neurotic, 377 

childhood, 286, 341, 380, 414, 430 
child parent relationship, 380, 408 
chlorides, 303 
Christianity, 45: 
civilisation, 295, 425, 441 
claustrophobia, 45 
climacteric period, to6 
climcal evidence, 445 
mterview, 364 
material, 287, 429 
methods, 313 
phenomena, 431 

psychologist, 386, 423, 435, 453, 457, 

463 

psychotheraput, 344 
Tcaearch, 287 
clinician, 458, 459, 481 
dimes, 390, 391 
cocaine, 174 
codeine, 173 
co-education, 34a 
coitus, 85 

coitus inUmipiuf, 42, 108, 198 
rtscntUiu, toS 
collapse, 295, 309, 326 
coma, 317 ig 
common sense, 338, 350 
commumty spirit, 344 
compensatory mcchanisin, 421 
complex, 50, 124, 347, 353, 45G, 4C3 
compulsion. uiTanUle, 25G 
neurotic, tOi 

unconsaous patterns of, 125 
compulsions, 211, 217, 351, 357. 3G8, 
3B7. 338,431,449 
compulsive behaviour, 29, 255 
numirestations, 431 
concepts, basic, 31a, 313 
d>-namic, 312 
sexual, 15s 
theoretical, 425 
concusuon, 313 
condensation, 426, 44C 
conduct, aberrations of, 334, 399 
iniiiiict'dntro. 439 
conducusity, 308 


cxm&ssion, 221, 222 
confidence, 301, 350, 421 
conflict, 48, 63, 72, 73, 84, 96, 137, 148, 
175, 178, 180, 213, 215, ai8, 246, 
271, 274, 285, 287, 301, 329, 336, 
35*» 357. 37*. 379. 386. 388. 408. 
409. 4»4. 4J7. 4‘8, 4*9. 424. 438, 
439. 440. 44*. 442, 443. 445. 447. 
448. 458. 457. 458, 482. 470 
acute, 140 
deep-seated, 458 
emotional, 255, 334, 336 
functional, 443 
infantile, 256, 257, 424 
intra psychic, 64, 237, 284, 335, 442 
Oedipus, 257 
primitive, 342 
psychoneurotic, 180 
psychopathic, 57 
repressed, 329 
socuaJ, J49, t53 
state of, 352 

unconscious, j 16, 175, 483 
unrecognised, 424 
unresolved, 344, 463 
confusion, 197 

conscience, 175, 176, 178, 179, 206, 229, 
4«a 

pnnuuse, 441 

conscious, 244, 316, 341, 359, 44t 
concept, 371 
elTort, 405 

levels, 27D, 323, 324, 336, 349. 386. 

3B1, 438 
plane, aBi, 457 
processes, 323, 438 

consuousDcss, 81, 109, 226, 245, 253, 
257, 272, 315. 3*8. 370. 37*. 380. 
3C3, 40C, 407, 41C, 419, 431, 43O, 
44t.447 

perceptual level of, 20, 441 
self, 320 

consupalioa, aj2, 214 
consutuuon, physical, 393 
contact, heterosexual, 277, 278 
I Iibuhiial, 2Q2, 3B3 
mental, 278 
contamuuliOD, 213 
conicmplation, semi stuporous, 33G 
content. latent, 33G 
manifest, 336 
psychic. 207 

conccnuncnt, 3y(;, 377, 3O0, 402, 4^.8, 
4 ‘« 

oftiabyhood 408 

cmtinuous i.crp uratuicnt, 308, 309 
conUaeeplion, 42 
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contraceptiveSj 148, 184 
contractions, muscular, 316 
control, 81, 326, 338, 386, 393, 427 
bowel, 77 

ego, 27, 79, 93, no, 135, 136, 306 
conversion, 142, 155 

hysteria, 98, 105, 116, 299, 445 
somatic, 207 
convulsants, 315 
convulsions, 207 

major epileptic, 316 
convulsive therapy, 319 
cosmosphere, 31 
Coue, 334, 335 

counter transference situation, 389 
cretinism, 297 
crime, 265, 418 
impulsive, 305 
criminal laws, 469 
crisis, 74, 234, 237, 253, 381 
analytical, 253 
crucifixion, 202, 233 
cults, 249, 336 
cultural behaviour, 448 
patterns, 447 
values, 469 

culture, 322, 346, 425, 430 
cure, apparent, 249 
self-, 271 
specific, 302 
cyclothymia, 237 
cyclothymic individuals, 235 

Dalbiez, M. Roland, 450, 451 
day-dreams, 245, 246, 270, 336 
adolescent, 279 
deception, 418 
decerebrate rigidity, 272 
decerebration, 31 1, 321 
deep interpretation, 339 
deeper level, 339, 368, 431, 460 
defective, mental, 244 
defence-resistance, 358, 361, 362, 387 
defences, 341, 365-7, 394, 420, 421 
delinquency, 406, 418, 419, 421 
delinquent behaviour, 415 
children, 302 
delirium, 303 
tremens, 309 

delusional system, 261, 262, 271 
delusions, 153, 162, 230, 242, 243, 259, 

261, 271, 31 1, 336, 457, 459 
dementia, 242, 275, 320 
praccox, 239, 272, 273 
depressant, cortical cerebral, 303 
depressed, 222, 224, 227, 228, 244, 309, 

3 i 4 > 325 


depression, 161, 183, 186, 220, 221, 223- 
225, 228-30, 233-5, 277, 278, 295 j 
317, 407, 418, 433 
chronic, 227 
mild, 241, 297 
recurrent, 226, 227, 235 
depressive, 308, 316 
phase, 230 
tendency, 455 
deprivation, 377 
desire, 353, 371, 384, 435 
aggressive, 352 
instinct-based, 371 
libidinal, 245 
parental, 407 
psychogenic, 425 
sexual, 276, 352 
desoxycorticosterone, 299 
destructive, 218 

detumescence, 109, iii, 125, 277, 379 
development, chronological, 351 
emotional, 395, 421, 424, 449 
genital level of, 417 
infantile, 85, 218, 219 
libidinal, 217-19, 237, 346, 418, 421, 

424, 425 

normal, 445 
original, 408 
phylogenetic, 318 
physical embryonic, 216 
psychological, 423 
sexual, 92, 246, 408 
diagnosis, 323, 364 
diarrhoea, 398, 399, 468 
diet, 294, 295, 317 
dietary, lines of treatment, 296 
discipline, 342 
disease, chronic, 319 
debilitating, 286 
organic, 365 
physical, 306 
venereal, 143 
disfunction, mental, 296 
disintegration, mental, 257 
disorders, depressive, 315 
endocrine, 239 
mental, 242, 268, 316 
narcissistic, 256 
nervous, 316 
neurotic, 282 
personality, 237 
physical, 291 
primary, 271 

psychogenic, 26, 115, 239, 240, 279, 
281, 282, 284, 286, 287, 307, 455 
psychotic, 220, 282 
disorientation, 242 
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displacement, 365, 388, 426, 430, 447 
mechanism, 399 
disposition, 459, 483, 467 
affecUsc, 271, 415 
h)’stcnca), 418 
psychic, 235, 425 
sensitise, 255 
dissociated, 415, 419 
elements, 332 
pleasure svorld, 273 
dissociation, 268, 270 )a, 279, 284 
schuophrcnic, 279 
total, 373 

distortion, 388, 436, 446 
dogmatism, 358 
dose, therapeutic, 308 
tpxic, 308 
drama, 330 
dramatisation, 489 
unconsaous, 380 

dreams, 162, 179, iSG-gt, 199, 201,203, 
313, 314, 334i 335, 344, 

87«. a73« *76, 278, 336, 34*. 345. 
369. 379. 394. 403. 404. 406, 4»»> 
413 *5. 446 
acute anxiety, 377 
associations, 346 
erotic, 379 

interpretation of, 446 
latent content of, 83 
manifint content of, 82, 84 
material, 82, 336, 35s, 447 
polluuon, 235 
drinking, 407, 414, 421 
drug addiction, 174 309 
drugs 303, 307 10, 332, 333 
Dubois, 326 
Dunlap, 239, 269 
duodenal ulcer, 306 
dynamic energy, 271 
force, 426, 443 444 
processes, 364, 438 
dynamics, 447 
dy.wasias, pitiutary, sffp 
post pubertal, 300 
dysentery, 397, 398, 399 
d^m c norrhoca 307 
“d^rliydiinia, 304B 

Eccentric, 304 
echolalia, 243, 273 
cchopraxia, 243 273 
education, 469 
bowel, 417, 43a 
educators, 2QG 

ego, 29. 41, 54 7. 82, 63, 64, 71, 78, 79. 

96, {09, tio, 144, 164, 16s, tja. 
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188, 191, 207, 229, 236, 250, 254, 
266, 285, 286, 306, 335. 354. 356, 
361, 367, 379, 382 6, 417 20, 431, 
43a, 433. 435. 438'4‘» 443. 445. 
447-9 
adult, 64,441.442 
conscious, 65, 431 

control, 27, 79. 93. » *35. *3^. 3^6 
ddence, 369 
development, 434, 436 
439/ 44t 

education, 3B5, 387 
expression, 462 
function, 442 
ideal, 433, 447 
impainncnt, 265, 440, 442 
infantile, 436 
interference, 92 
primitive, 436, 438 
repressing, 439 
resistances, 387, 447 
syntonic, 150, 286 
vitiations, 29 
egocentricity, 430 
egotism, 430 

ejaculatio praecox, 69, 71, 75, 77, I49 
elation, 230, 23s 

electric shock therapy, 291, 294, 319 

cjectr.>cautery, 333 

eleetro^cephalogram, 304 

electron theories, 350 

EUis, Havelock, 109, 462, 468 

emaciation, 295, 299 

embolism, 13 

embryo, 216, 435 

einoUon, 242, 251. »57. a?®. 35*. 

37>. 362. 383. 394. 395. 426, 447. 

449 489 470 
aRcctionate, 254 
anal, 93 
oral, 93 
release of, 383 
repressed, 469 
sexual, 93 

emotion^ absorption, 370 

age. 245 

attitudes, 449 
balance, 33S 
breakdowu, 335 
dilScidtics, 304 
display, 337, 468 
disposition, 368 
event, 370 
experience, 460 
AiUUment, 3S2 
gratiHcation, 382 
instability, 304 
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emotional (contd .) — 
interests, 370, 385 
leveb, 458, 459 
life, 460 
needs, 384 
outlet, 271 
pattern, 352, 357, 371, 372, 381, 384, 
419, 424, 445, 449 
plane, 389 
reaction, 357, 387 
relationship, 339 
requirements, 298 
situation, 257 
world, 371, 389 
end product, 216 
endocrine balance, 298 
basis, 299 
causes, 296 
change, 281, 300 
deficiency, 298 
function, 296, 460 
glands, 297 
imbalance, 231, 296 
organs, 299 
products, 460 
secretions, 300 
therapy, 460 

endocrinological processes, 220 
treatment, 297 

endocrinology, 268, 296, 300, 460 
endogenous, 220, 231 
energy, atomic, 469 
discharge of, 203, 269 
dynamic, 235, 435, 446-8 
ego, 63 
escaped, 447 
instinctual, 63, 383 
intra-psychic, 29 

libidinai, 28, 55, 140, 204, 217, 246, 
280, 281, 283 

mental, 207, 236, 351, 449 
repressed, 407 
sexual, 190, 191 
enervations, bodily, 281 
environment, 294, 467 
atmospheric, 294 
changes, 463 
frustrating, 272 
epanutin, 195, 307, 308 
epilepsy, 47, 182, 195-7, 199. 203, 208, 
209, 284, 304, 306-8, 314, 431 
hystero-, 199 
idiopathic, 195-7, 208 
psychogenic, 197 
epileptics, iq6, 264, 303-6 
epileptiform disturbances, 209, 307 
symptom, 196 
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epinosic secondary gain, 443 
Erasmus, 434 
Eros, 443 
erotic, 428, 444 
regions, 445 
eroticism, 276 
anal, 216 
bowel, 214 
mouth, 216 
eugenics, 462 
euphoria, 21, 287 
euphoric effect, 301 
evasion, 365 
evipan, 310 

evolution, 272, 346, 347, 388, 434, 465' 
467, 470 
biogenic, 275 
Lamarckian, 435 
Spencerian, 435 
evolutionary changes, 275 
principle, 240 
exaltation, recurrent, 235 
religious, 233 

examination, neurological, 326 
physical, 327, 404 
excitement, 235, 242, 298 
maniacal, 236 
primitive, 41 3 
sexual, 78, 79, 148, 419 
state of, 99 

exhaustion, 236, 285, 297, 448 
exhibitionistic, 368 
experiences, infantile orgastic, 418 
repressed amnesic, 407 
sexual, 191, 341, 378, 415, 418-20 
traumatic, 394 
war, 370, 407, 415 
explosions, bomb, 249 
libidinai, 224 

expression, forms of, 361, 362 
libidinai, 366 
sexual, 286 
verbal, 361 

extraversion, 246, 280, 343, 345, 347 
extravert, 334 

Face mask, 347 
facies, 275, 305 
factors, aetiological, 238, 423 
causative, 418, 420 
essential, 286 
initial, 283 
intra-psychic, 277 
physical, 307, 460 
precipitating, 420, 423, 459 
psychogenic, 195, 307 
faith, 324, 335, 457 



INDEX 


Faradic electric brxish, 333 
Farrar, 243, 244 
father-equivalent, 263, 264 
-figures, 204, 331 
hatred, 263 
“nage, 77, 379, 421 
spiritual, 335 
fatigue, mental, 278 
fear, 72, 143, 159, 228, 276, 277, 306, 
339. 35a, 353. 366, 37a, 38*. 386, 
407,418-21,438,445, 449 
^ acute, 277 ' 

avoidance of, 280 
consequent, 371 
infantile, 384 
normal reaction, i to 
sexual, 218 

feelmg, 230, 282, 363, 380, 401, 469 
anal, 427 

castration, in, 202 
guilt, 223, 226, 32a 
uifcriority, 48, 344 
paralysis of, 229 
-responses, 278 
sexual, 185, 245 
feminine component, 419, 430 
fenunmity, 419, 420 
rerencat, 28, 43a 
fetishist, 366 
figure, good, 350 
parent-, 27, 188, 372, 416 
first memories, an^ysu of, 336 

fit, epileptic, 183-5, ‘98. *®7. 

305, 306, 313 
cpUcpUfonxi, 318 

hysterical, 117, 121,205,207,308,330 
major hysten^, 42, 47 

fiu, 200, aoj-7, 263 
fixaicd, 271 
fixation, 331, 430, 445 

father-, 327 
lc\el, 283, 285, 425 
levels, earliest, 284 
UhuiuaaL, 
moiher-, 190, 337 
narcissistic, 430 
Oedipus, 257 
oral, 210 
parent, 1Q2, 258 

points, 29, 216, 258, 284, 353, 388, 
433. 424. 445 

pruniuve, 246 
/miMiMs cata, 243 
Flugel, 4G4 
fi lUorc, 34& 
fractures, vertebral, 315 
ffcnry, esMtonsr, 243, 247 


Freud, 28, 104, 162, 216, 235, 265, a66, 
271, 282, 283, 312, 337, 345, 346, 

35056. 387. 388, 425*7. 42931. 
440. 450. 452. 453 

Freud s concepts, 313 
discoveries, 338 
original work, 313 

frigid, 163, 379, 445 
frigidity, 210, 245. 27B. 297 
frustranoDs, 63, aoo, 234, 236, 262, 263, 
270, 276, 281, 282, 285, q86, 352, 
37*. 387. 409. 423. 430. 436 
environmental, 284 
instinct, 228 
post-pubcrtal, 280 
reality, 283 
sexual, 280, 285, 287 
frustraior, introjected, 438 
function, glandular, 281 
neural, 318 
psychoscxual, 210 
sexual, 80, 284 
functional activity, 261 
changes, 281 
ills, 307 

Gambling. 402, 407, 414, 421 
gardcnal, 304. 307 
gastric acidity, 308 
genealogical tree, 304 
general paralytic, 291 
genes, 294 

genetic research, 466 
genetics, 300 
gcniui, 421, 424, 428 
activity, 229 
excitement, 72 
identification, 345 
interests, aiG 
level, 85, ii6, 209 
organisation, 445 
plane, 408 

germ plasm. 249, iSt, 463, 464, ^66 , 467 
German idcoloig^., 33,6 
CiUcsp}C,E 0,269,270,273,309,310 
3*5.3*®. 3*9 
Cjcauig, 939 
gUnds. 280, 29(>, 4C0 
ducUcss, 4C0 
sex. 240 

glandular therapy, 4C0 
glucose, 309, 319 
intravenous, 318 
gonads, aCS, 280, 296 
Cotdicb, 319 
grcnJrial, 19G-7, 303, 305 
graufiralion, 3S3 
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gratification {contd .) — j 

alternative, 323 
frustrated, 387 
id-, 164, 271, 274, 275 
libidinal sublimated, 228 
psychosexual, 237 
group psychotherapy, 340, 343 
growth, 306 
guilt, 230 

Hair, 345 

hallucinations, 241-3, 249, 259, 282, 

318 

auditory, 278 
Hamlet, 202 

hand-washing ritual, 439 
happiness, 236, 278, 407 
Harrison, W. H., 464 
hate, 263, 264, 329, 345, 366, 352, 353, 
37 1 > 372, 428, 445, 449, 468 
• frustrated, 204 
impulse, 164 
introjected, 229 
repressed, 286 
unanalysed, 417 
Hauston, 319 
headaches, 295, 298 
health, 30b 

hebephrenic, 241, 242, 247, 248, 273 
introverted, 273 
heredity, 241, 462, 466, 467 
heterosexual, 171, 214, 271, 342, 343 
holocaust, 461 
homicidal, 243 

homosexual, 49, 163, 166, 171, 271, 300, 
342, 347, 419 

homosexuality, 48, 50, 53, 56, 381 
repressed, 180 

hospital, mental, 232, 243, 247, 250, 
259, 260, 262, 268, 286, 390, 391 
hostility, 329, 398, 408, 409, 416 
humility, 233 
Huxley, 464 
hydrophobia, no 
Hymenoptera, 465 
hyoscine, 290 
hyperactivity, 297 
hyperplasia, 308 
hypertonic, 272 
hypertonus, persistent, 318 
hyperventilation, 330 
hypnagogic state, 272 
hypnosis, 332, 354, 426 
hypnotic methods, 332, 354, 426 
procedure, 331 
suggestion, 330 
hypnotics, 302, 308, 310 


hypnotism, 207, 252, 323, 330, 331, 332, 
336, 426, 548, 549 
hypochondria, 141, 144, 156, 209 
hypochondriacal symptom, 142 
hypocrisy, ego, 48 
hypoglycaemia, 317, 3^9 
hysteria, 26, 40, 42, 48, 98, 105, 106, 
1 16, 127, 129, 130, 137, 139, i 4 i> 
163, 166, 169, 182, 190, 199, 208, 
209, 210, 273, 274, 307, 334 > 354. 
380, 424, 425 
conversion, 169 
incipient, 297 
major, 127, 265 
hysterical attacks, 330 
conversion, 103 
manifestation, 295 
mechanism, 98, 163, 263 
paralysis, 333 
symptoms, 197, 303, 445 
women, 378 

Id, 28, 54, 135-7, 155. 163, 165, 172, 
175, 178-80, 188, 189, 221, 260, 
356, 361, 362, 371, 4I7> 418, 420, 
430, 431, 433, 435, 438-48 
-gratification, 164, 271, 274, 275 
impulses, 433 
resistances, 387 
ideals, 436, 440, 454, 458 
ideologies, 344, 346, 389 
illusions, 241 

image or imago, bad, 274 
father-mother, 180, 206 
good father, 207 
parent, 246, 294, 407 
impotence, 145, 146, 147, 152, 210, 213, 
214, 218, 278, 313, 326, 345, 386 
impulses, 294, 301, 306, 361, 404, 439, 
446, 448 

impulsive act, 75, 305 
behaviour, 304, 415 
inadequacy, genital, 420 
inanition, 269, 348 
incoherence, 242 
incontinence, 320 
indigestion, 298 
inebriate, 176 
inertia, 231, 330, 455 
infancy, 286, 344, 352, 373, 384, 385,388, 
4p7-9> 416, 417, 430, 436, 444, 449 
infantile emotional attachment, 165 
impulse, 84 
interests, 341 
level, 215, 245 
type, 282 

infection, bacterial, microbe, 281 
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influences, ps^'chotherapcutjc, 348 
inllucnia, 241, 247 
inheritance, 435, 462 
inhibited, 206, 272, 287, 393 
inhibitiom, 84, jgj, 202, 203, 206, a$2, 
264, 301 
pubertaJ, 280 
sexual, 280 
super-ego, 2B3 

initial mental mo\cmcnts, 2B0 
jnitjaUve> got 

insanity, 175, 236, 312, 319, 440,441 
mamc-dcpressive, 284 
insight, 326 
therapeutic, 334 
insignia, 303 

tasomaia, 46, t6g, 296,295, 298, got, 308 
insimct gratiiication, 294, 383, 433, 438 
level, 343 
nature, 65 
paths, 448 

pattern, 78, 371, 37a, 376 
pressure, 62, 64, 433 
requtremeau, 63 
reservoir, 448 
source, 444, 468 

instincts, 63, 79, 172, 175, 206, 228, 229, 
230, 236, 252, 29f, 372, 407, 409, 
437> 430> 43i> 433> 434> 435. 43^. 
442, 448, 461, 466 
aggressive, 207, 443 
component, 427, 430, 44s, 448, 449 
death, 431,443 
frustrated, 436 
healthful 462 
inhibited, 432 
life 383, 385, 443 
original, 446 
pleasure seeking, 432 
primitive, 162, 346, 443 
reality, 268 

sexual, 79, 90, 107, 150, 151, 154, 
207, 229, 277, 279, 285, 287, 427, 
43', 443, 444, 44® 
sucking 427 

instjaclual needs 325, 336 
insulin, 274 309, 315, 317, 318, 319 
mtellectual impairment, 315, 319 
intelligence, 323, 324, 326, 349 
intercourse sexual, 14S, 196, 203, 213, 
225, 276, 329 

interpretations, 256, 257, 341, 354, 355, 
366, 368, 380, 382, 383, 38S, 3^ 
active, 354, 355 
deep, 380, 383 
sadistic, 355 
sexual, 84 


mtoxication, 303 

uUrojecUon, aag, 335, 369, 428, 432, 
436, 4+1, 44O 

unconscious, 350 
iDtrospccuon, 19 

introversion, 239, 246, 255, 257, 270, 
280-84, 287, 343, 347, 423, 425 
morbid, 273, 286 
pathologic^, 258 
loirovcrt, 280, 345 
introverted cases, 272 
individuals, 242 
hbidinal flow, 274 
women, 278 
invalidism, 165, 286 
mvcrsioD, 445 

psychological, 300 
mverts, 166 
Isolation, 462 • 

Janet, 338, 426 
jealousy, 163 

Jones, Dr Ernest, 282, 284 
judgment, 363 

Jung, 30, 271, 272, 282, 343, 346, 452 
justice, 265 

juvenile types, 243, 244 

Kamerer, 463 
Kant, 436 

"Katatonic 241, 242 

Katx, David, 465 

Kipling, Rudyard, 322 

Kraepelm, Emil, 44, 142, 239, 241, 270, 

312,338 

Krames, S H , 312, 313 
Kretschmer, 235, 338 

Lamarck, 240, 275 
r-ainarrtian explanation, 464 
inheritance, 287 
prcKxss, 470 
theory, 463 
transmission, 484 
Lamarckism, 240, 241, 463 7 
lassitude, 295, 298 
latency period, 315, 430 
latent content, 436, 446 
law, criminal, 305 

leucotomy, pre frontal, 311, 312, 319, 
320, 321 
Levenhart, 239 
hbidtaal attraction, 220 

development, 427-9, 432, 436. 444 
diversion, 430 
drive, 367 
energy, 383 
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libidinal {contd .) — 
feeling tone, 444 
fixations, 445 
frustration, 427 
gratification, 427 
interests, 156, 425 
investment, 439 
object, 258, 432 
organisation, 424, 444 
progre^, 429 
regression, 424, 425 
release, 382, 383 
satisfaction, 334 
situation, 430 
sublimation, 445 
trends, 423 
weaning, 385 
libido, 57, 152, 190, 196, 209, 216, 218, 
219, 228, 257, 271, 272, 279, 281, 
286, 334, 346, 361, 367-70, 417- 
419, 420, 423-33, 444, 445 
development of, 430 
dissociation of, 257 
fixation of, 237 
frustration of, 220 
introverted, 227, 284 
outsvardly directed, 281 
projected, 271 
quantity of, 284 
regression of, 29, 258, 283-5 
repressed, 271, 279-81, 287 
theories, 345 

life, affective, 230, 277, 372 
phantasy, 277, 279 
lobectomy, 319 
Lorenz, 239 
Lourdes, 335 

love, 333, 352, 353, 371, 372, 428, 445, 

449, 468 

genital object-, 29 
life, 380 

object, 190, 216, 382 
whole-object, 116 
lumbago, 68 
luminal, 205, 302-4, 307 

McDougall,235, 271, 426, 459, 460, 462, 
464, 467 

naagic, 311, 312, 457, 462 
maladaptation, 270 
progressive, 24O 
maladjustment, 469 
naania, 45, 230, 231, 237, 238 
acute, 74, 231 
mamacal, 316 

manic-dcpresiive groups, 243, 297 
outbreaks, 235, 237 


manifest dream thought, 426, 446 
mannerisms, 242 
masculinity, 347, 419, 421 
masochism, 165 

masturbation, 41, 42, 49, 54*6, 74, 775 
96, III, 191, 203, 227, 228, 241, 
276, 343, 419 
infantile, 361 
post-pubertal, 202, 203 
masturbators, 109 
matrimony, 469 
maturity, 427 
genit^, 216 

medical service. State-controlled, 287 
medinal, 308, 309, 332 
megalomanic ideas, 279 
Mein Kampf, 263 

melancholia, 213, 229, 230, 238, 433 
agitated, 235 

involutional, 142, 209, 314, 316 
memory, 228, 254, 318, 341, 352, 370- 
372, 377, 379, 413, 414, 426, 441 
childhood, 351 
deeper, 351 
&st, 344 

impairment of, 242, 315 
infantile, 72, 373 
objective, 256 
repressed, 371, 372 
screen, 369 

traumatic, childhood, 202 
Mendelian genes, 466 
laws, 304, 461, 462 
menopause, 133 
menses, 245 
menstrual changes, 299 
cycle, 277 

menstruation, 105, 319 
mental activity, 235 
i dynamics, 444 

illness, 240, 265, 302, 314, 419, 440 
ineptitude, 448 

mechanism, 283, 294, 426, 436, 

438 

processes, 213, 266, 272, 274, 282, 
293, 296, 297, 432 
topography, 443 
mentors, 369 

Mesmer, Franz Anton, 322, 329, 330, 
334 

mesmerism, 329 
metabolic changes, 460, 461 
processes, 220 
rate, 268 
metabolism, 239 
protein, 268 
methcdrinc, 291, 310 
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itcniult 4 'tO 
pi)xlK 2:09, 37 > 

(tcnuAuun, 32}, 324, }.C, 
pcnmtwi), .02, 334, 341 
KAiuI, 317, 429, 443 
/-•jf iftJ, J93, vji, I97t 303,303 
jihjJJjf >La,,t-, 434, 4.3 
i)-inbuliUTi, 44b 
)>luUui, 71. 413, 431, 423 
|>'iAnlAi>, OU, 92. ui, 132, 137, 1C2, 
tG4, 301, sob, 317, 3tQ, 32|, 33C, 
329, 335i 334, 3', 6, 20|, 373, 374, 
373, 370, 379, sQo, 3R3, 3Q4, 341, 
341. 37*. 374. 37G4 xj. 437, 43*. 
443.4*<» 

Anal, ai8 
anuct), <54 
caniubaluttc, 39, 394 
caiixadon, 71, 14C, 149, <32 3 
compcnutcr), 37a 
rndo>pi>xhk, SQ? 
croue, 55, a,B, 343. a<JB. a?o. ajC, 
373. 33". 377. 370 
liORxuKxual, 33< 

incot, 7< 
itilantik, 319 
intnnxftcJ, 378 
pleasure, 3. C, aQi 
mej>se> soa, 304 

uncoiuciouj, 150, <31, 133< <0l, 

19I1 34G, 337, ayt, 374. a7C, aBi, 
aB7. 374. 37<j. 3i%.445 
plsanoacopoesa, 308 
phases, deprcssisx, 333, 225, aaC, 335 
nsaiuac^, 335 
phusauUn, 391 
phcnohArbi<one, 3oG’7, 308 
ph)logcncttc accumuLa<ion, 387 
pas<, aQ} 
pattern, 409 

ph>3ical basu, 394, 395, 300 
methodf, 396 
ph^-siological process, 368 
pwrottwjfl, J <5 
pioneen, 451, 45a 
pituitary, 346, 396, 397, 399 
play, 332 

heterosexual, 51 
sexual, 76, 77, 91, 93 
pleasure principle, aBo, 388, 443 
pleasure scclung impulse, 339 
polymorphous pervert, 429 
post>cncephalectic sequela, 301 
potency, 97, 155, tCa,2iO, 311, 339, 
350, 428,419, 422 
genital, 430 
impairment of, 420 


jM^iiunexual, 97, 339 
urgastsr, 67, 97 
prruuliutu, 43J 
luc-ciiiiu stasr, 318 
|ifr{vnant, 333 

|ite«ccupalion, autoKtotic, 435 
Isbidinal, 437 
sensuous, 437 

pre-Ocslqius, 38, aio, atl, 383 
pic>traiufernKC sta^e, 354, 307 
ptsnu, 323,384,453 
pruiuiise loeJ, 31O, 434 
mctlianuin, 357, 43t, 432, 44G 
rarts, 329 

rriQce, Morton, 33a 
ptcgnosis, 399, 31b 
progrea*, 372, 383, 453 
sexual, 3Q3 
proliibiiion, 4}0 

priyecilon, 309,388, 309, 4*87 438, 432, 

435 . 714 . 7 , 0 . 430 

pf(>OSUU], f/i 

pr(^h)laxi>, 373, 385, sOO, 4G4, 4G7 
prvponal, 309 
pseudo-appcndiutts, 333 
paeudo^tais, 1 40 
ps)rltas(henu, (04 
psyxhe, deeper lexxlj of, 3gt 
ps)ehiatr>, 397, 300, 302, 303, 30(7, 309, 
313.3*7. 440. 4Cl 
{»)chic disposition, 462 
ps}c2iO>ana{y>is, O5, <35, 213, »ts <7, 
339, 330, 384, 313, 33C, 34D, 34a, 
S44 . 315. 347. 349. 3505G, aslMit, 
3<>3. 37«. 37C, 423. 43C. 42B, 433, 
449.45*. 459. 4O0, 462, 4C3 
psj-ciiobiology, 338 
psycliodrama, 392 
psychod)'namics, 443 
psyxhogeiuc illness, 46, 48, 54, 168, soq, 
810, 383, 385, a&G, 302, 331, 336, 
339. 363. 44». 45®. 4^2 
ps)xh(»icurosci, 27, 48, 57, laj, <05, 
}Da,30p,aiP^aB3S>^'fA3ff>3J3> 
339. 353. 45® 
causation of, 423 
concurrent, 195 
psychoncurotic aetiology, 298 
psyxhoncurotics, 33, 382, 398, 3>d, 311, 
3*4. 3*'. 4*9 

ps)xhopathoIogy, 174, 191, 205, so8, 
310, 313,315,317, 334,325, 327 9, 
234, 235, 237, 239, 241, 345, 249, 
*55. *®3 5. “B®. 370. 385. 306, 31 1, 
326. 33*. 332. 335. 349/ 39*. 393. 
407,415,461,468 
psychopaths, crunmal, 305 
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psychoses, 46, 65, 144, 175, 210, 237, 
266, 268, 274, 282-5, 309, 31 1, 320, 
324> 3403 425> 428, 430. 440-42. 
.448, 457. 459. 469 
biogenic, 23 

manic-depressive, 44, 166, 210, 220, 

234. 239. 284, 425 

mass, 440 
paranoid, 142 
psychogenic, 265 
schizophrenic, 142, 220 
psychosexual expression, 339 
impotence, 335 
pattern, 419 

psychotherapeutic evolution, 340 
process, 274 

psychotherapist, 237, 241, 243, 274,298, 
310, 31 1, 313, 316, 322, 323, 326, 
330, 332, 347. 354. 391. 448. 454. 
458, 459 

psychotherapy, 64, 105, 183, 205, 208, 
294. 301. 309. 310, 314, 322, 323, 
325. 329. 334. 335. 337. 34°, 34i. 
343-5. 353. 355. 356, 360, 391, 422, 
454. 456. 457 
future, 463 

psychotic, 26, 33, 219, 285, 282, 309, 
314. 320, 335. 338 
pubertal years, 286 
puberty, 95, 167, 183, 226, 229, 276, 
280, 282, 341 
pulse rate, 318 
punishment, 264, 265, 333 
talion, 29, 371 
pyknic, 235, 345 

Quack, 330 

Rage, 386, 395 

impotent, 385, 386 
rape, 200, 265, 378 
rationalisation, 264, 330, 388, 409 
reaction, 257, 370 
acquired, 240 
automatic, 318 
degrees of, 284 
emotional, 388 

-formation, i66, 368, 388, 389 
healthy, 270 
hypothesis, 240 
natural, 273 
pattern of, 386 
psychological, 296 
type, 240, 243, 250, 338 
reactivation, 36a 
readjustment, emotional, 323 
reality, 2 12, 262, 266, 270, 272, 282, 283, 


323. 324. 344. 348. 372. 405. 424. 
425, 428, 433, 435, 438. 440-43. 
448, 454 

adaptations, 272, 275 
adjustments, 280, 442, 454 
advantages, 447 
appreciation of, 237, 433, 442 
basis, 391 
behaviour, 244 
connections, 281 
consideration, 367 

contacts, 244, 270, 276, 277, 278, 279, 
281, 284, 285 
difficulties, 402 

environmental, 271, 280, 423, 436, 
440. 441 

expression, 271, 438 
feeling of, 283 

frustrations, 270, 272, 279, 283 
inhibiting, 279 
justification, 441 
life, 357, 384 
manipulations, 279 
matters, 285 
plane, 276, 281, 441 
power of, 386 
present day, 398 
principle, 64, 283, 436, 443 
progress, 276 
relationship, 442 

sense, 29, 64, 267, 329, 438, 453, 457, 
458 

stimuli, 436 
world, 371, 379, 385 
reason, 64, 65, 323, 326, 349, 434, 438, 
441. 449. 469, 470 
rebellion, 408, 409, 412, 418 
recovery, 236, 309, 319 
recreation, 244, 325 
reference, 241, 242, 274, 278 
reflex, 318, 434, 435 
conditioned, 434, 465 
sexual, 93 
tendon, 295 
regress, 384, 407 

regression, 217, 218, 245, 279, 281, 283, 
284, 285, 408, 409, 416, 417, 423, 
424. 425, 428, 445, 456 
regressive paths, 282, 423 
Reich, Wilhelm, 69, 339, 340, 452 
relativity, 350 
relaxation, 330, 360, 420 
relief, 306, 343, 355, 361, 377, 379, 385 
447, 448 
emotional, 327 
orgastic, 112, 151 
psychosexual orgastic, 141 
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recurrent intra psychic, 230 
sexual, 201, 202, 203, 207, 235 
source, 377 
religion, 451, 470 
religious, 323, 324, 409 
renal efficiency, 303 
repress, 252, 438 

repressed, 256, 280, 306, 363, 370, 371, 
377. 426, 431, 432, 442. 444. 447 
desires, 323 
emotionally, 256 
forces, 447 
ideas, 446 
libido, 433 
material, 360, 439 

j repression, 107, 155, 165, 190,206,207, 
S18, 221, 228, 229, 255 279, 306, 
347. 352, 368. 37°. 37J. 383. 387, 
407, 408, 409, 429, 430, 433, 438, 
439. 441.445. 449. 457 
defensive, 116 
id, 228 
instinct, 228 
sexual, 206, 229, 299 
repressive forces, 429,431, 439,446,448 
process, 229 
reprisals, 379 
reproduction, 306, 349 
repulsion, 381 
research, 287 

resistance, 273, 276, 281, 310, 328, 331, 
339. 34*. 343. 35* 5. 357 9. 361, 
363, 365, 366, 368, 371, 383, 384, 
388, 393, 403, 417, 419, 420, 426, 
429, 447. 450. 469 
anxiety ridden, 64 
counter , 363 387, 389 
defence, 368 
functional aspect, 388 
gain, 387 

material, 354, 387, 417 
rigid, 345 
silent, 358 

unconscious, 354, 357 
verbal, 358 
respiration, brain, 302 
tissue, 302 

retardation, intellcctud, 297 
retribution, 223 
rcuogrcssuc activity, 272 
revenge, 264, 265, 389 
reversal, 38O 
rheumatism, C8, 100 
rigidity, 315, 330 
ritual, cleammg, 213 
hand washmg, 217 
religious, 322 


Sadism, 165, 389, 443 
sadistic, 218, 355, 368 
Sake!, 317 
salicylate, 173 
Sargant, 305 
scabies, 144, 151 
Schildcr, 330, 340 44 
schizoid, 47, 279, 294 
mechanism, 37 

schizophrenia, 40, 44, 47, 48, 34, 98, 
210, 213, 237, 238, 268 71, 273 5, 
277. 279 82, 284 7, 315, 317, 318, 
337, 338, 423 
tnetpteot, 239 
pathognomonic of, 269 
simplex, 241, 242, 245, 247 
schuophrcnic, 38, 239, 246, 247, 249, 
*50. 255, 257, 271, 273, 277, 276. 
279, 297, 298, 314 16 
screened, 388, 399 
secondary elaboration 426, 447 
secretions disordered, 270 
mtemal, 296 
security, feeling of, 350 
sedation, 302, 305, 307, 3:0 
sedative, 301, 302, 307, 332 
seduction, 419 
self, primitive, 179 
self assertive, 253, 255, 256, 356 
consciousness, 335 
destruction, 433 
expression, 271, 342, 345 
gratification, 325 
punishment 433 
septic foci, 268 
serenity, 325 
sex, 346 
life, 449 
organ, 345 
repressed, 357 
sexual, 276 

^*>56, 71, 77, 81, 109, 202, 227,234, 
235. 276, 339 
advances, ^•'Q 
assault, 389 

excitement, 71, 75 76, 77 
expression, 343 
function, 76 
ideas, 447 

impulse, 72, 77, 7O, no, 125, 150, 
ao6, 276, 413 
inadequacy, 345 
mdulgcnce, 206 
inhibitioa, 71 

Intercourse, C9, 75, loa, tit 
interests, as8 
object, 445 
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sexual {contd .) — 

pattern, 84, 85, 125, 430 _ 

plane, 87, 213, 343 
practice, 78 
relationship, 196, 329 
rhythm, 196 
satisfaction, 446 
sensation, 77 
struggles, 429 

sexuality, 55, 56, 68, 69, 71, 75, 76, 94, 
97, 107, III, 124, 151, 152, 154, 
171, 172, 179, 180, 196, 206, 207, 
216, 225, 234, 235, 241, 246, 277, 
278, 283, 286, 339, 345, 413, 414- 
418, 420, 426, 445 
adult, 216 

fmstration of, 281, 287 
genital, 84, 85, 407, 408, 444, 

445 

healthful, 72' 
injured, 469 
introversion, 283, 284 
latent phallic, 419 
masculine, 419 
parental, 71 
pattern of, 84 
precocious, 7a 
pubertal, 286 
renimciation, 204 
repression of, 257, 258, 345 
Sherrington, 203 
shock, 313, 316 
sexual, 105 

therapies, 312-14, 316, 318, 455 
siblings, 26 
Silverman, 305 

Simmonds’ pituitary cachexia, 299 
sin, 227, 228 
skotomisation, 267 
skotomised, 266 
sleep, 232, 330, 400 
contented, 404 
treatment, 309 
sleeplessness, 303 
social relationship, 301 
sociological plane, 462, 470 
reforms, 468 
sociology, 425, 462 
prophylactic, 462 
sociosphere, 31, 453 
sodium amytal, 308, 309, 310, 33a 
soma, 460, 464 
somatic alterations, 467 
paths, 46 
sources, 435, 447 
structure, 461 
somatoplasm, 467 


somnifaine, 309 
intramuscular, 309 
soneryl, 309, 310 
son-father situation, 381 
Sophocles, 445 
sopor, 292, 317, 318 
speech, retarded, 227 
speechless, 374 
spermatogenesis, 268, 269 
sphincter muscles, 212, 213 
spinster, 328 
statistics, 304 
sterilisation, 462 
Stem, 272, 273 
stigmata, 277 
stilboestrol, 299 
stimulants, 297, 300, 301 
stimulation, 420 
chemical, 300, 301 
stimuli, 435 

endogenous, 237 
environmental, 237, 296 
sexual, no 
Stockard, 463 
stramonium, 301 
strangulation, 302 
stress, emotional, 320 
intra-psychic, 383 
stupidity, 244, 328, 329, 366 
stupor, 233, 273, 298, 303, 317, 318 
catatonic, 242 

sublimation, 125, 135, 214, 215, 216, 
217, 228, 274, 286, 323, 336, 342, 

344> 345. 346, 430. 447, 44^ 
substitute, 345 
symbolical, 179 

substitutions, 286, 336, 430, 447 
suffocation, 313 

suggestion, 323, 330, 331, 332, 334, 336 
suicide, 224, 226, 306, 317 
super-ego, 29, 54, 55, 57, 63, 173, 178- 
180, 188, 206, 221, 228-30, 235, 
253. 254. 282, 285-7, 294, 350, 356, 
367-9, 385, 386, 406, 417-19, 432, 

433, 436, 438, 439-43, 445, 447, 
448 

development of, 367 
nuclear, 432 
resistances, 387 
-syntonic, 286 
superficial level, 344, 350 
superiorities, compensatory, 244, 
superiority, 344 
suppressed, 306 
purpose, 365 
suppression, 206 
suprarenal, 296, 299 
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surrogates, 26, 35a 
symbol, conscious, 2oa 
genital, 388 
pbaljjc, St4 
womb, 1 78 

symbolism, 179, 426, 446 
castration, 152, 235 
sexual, 152 

symbols, 81, 164, 221, 264, 345, 372, 
420, 446 

sympathetic nervous system, 95, 97 
sympatheticotoma, 95, 96 
symptomatic behaviour, 349, 443, 448, 
449 

cure, 31Q 

manifestations, 349, 459 
material, 82 
paths, 46 

symptomatology, 241, 268, 299, 415 
resistance, 345 
schizophrenic} 256 
syndrome, 284 

Talkativeness, 301 

technique, psycho-analytical, 355, 356, 

389 

psychological, 349, 353 
strategic, 356 
teetotaller, 295 

temperament, 423, 4S9> 4^0, 462 
cyclothymic, ti6, 234, 257 
tempers, uncontrollable, 304 
tensions, 46, 62, 65, 69, 73, 74, 78, 80, 
8G, 87, 89, 93, 98, 107, 108, 110, 
J3S. >39> 14«. >53» *90, I9». >96, 
197, 200, 202, 203, S04, 207, 236, 
28a, 285, 294, 3o>» 306, 357. 36*. 
37a. 383. 387. 435. 43S. 438, 446, 
447. 448 

accumulated, 79, no, 448 
discharge of, 1 15, 443 
emotional, 69, 140, 163, 200, 207, 
320 

energy, 62 
feelings of, 205 
mhibiUon of, 1 15 
instinctual, 203, 448 
intra psychic, 2G3, 442 
hbtdinai, igG, 3G1, 379, 383 
mental, 6t, 141 

nervous, 72, 79, 95, in, 125, igo, 
igi, 2^, 2gi 
organic, 280 
physical, aOo 
ph>'siotogica], Cl 
psycliological, 195, 365 
pjjchosocual, 1O2 
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reduction of, 89, 112, 135, 150, 153, 
>98, 235. 291, 377, 379 
relief of, 191, 236, 330, 377, 44^ 
sexual, 90, 95, 104, 105, 106, 108, 109, 
no. Ill, 125, 202 
I somatic, 42 [ 

somatic absorption, 116 
I stateof,67, 05,96, 99, 115, 117, 202, 
306, 361 

I tcammutations, 113 
^ undischarged sexual, 109, 190 
I terminal stage, 384, 385, 387 
I terror, 394, 414,413 
terrors, night, 183 
I testes, s68, 465 
thalamus, 320 
Thanatos, 443 
theory, 323 
neurological, 268 
psycho analytical, 330, 423, 425 
psychological, 279 
sexual, 153, 213, 429 
therapeutic agent, 236 
effect, 426 
need, 332 
process, 461 
purposes, 322 
situation, 457 

therapist, 324, 427, 330, 363, 457 
therapy, 337, 342, 389, 457, 46a 
analytical, 323 

convulsive, 230, 247, 249, 311, 314, 
3»7. 320 

electric shock, 40, 144, 272, 278, 294, 
3‘9 

glandular, 300 
insului, 273 
occupation, 322 
self prescribed, 324 
X ray, 50 

thinking, conscious, 334 
unconscious, 334 
Thorpe, 464 
thought, 363, 380 

free association of, 81, 83, 85, 86, 
86, gi, 102, 105, 121, 122, 131, 
*33. *31. *45. *46. *18, >52. 177. 
*78. >79. >84, 191, 201, 203, 214, 
215, 224, 235, 245, 259, 275, 291, 
336. 337. 34*. 34a. 345. 34®. 35«. 
354. 357. 358. 359, 3®«. 3®?, 3®®* 
374. 380. 383. 36®. 387. 393. 394. 
40{, 409 410,413,426,429 
pa^)-sii of, 229 
retardation of, 235 
sexual, 245 
th)Todec(omy, 298 
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thyroid tablets, 298 
deficiency, 297, 298 
thyroids, 296, 297, 298 
tiredness, mental, 276, 277 
tolerance, physical, 298 
torticollis, 310 
toxic agents, 463 

transference, 34, 165, 181, 204, 247, 249, 
256, 274, 282, 285, 322, 341, 345, 
352, 353. 357. 360, 369, 370, 384, 
387. 389, 403, 416, 455, 457 
analysis, 354, 356, 429 
conflict, vtnanalysed, 422 
continuation, 384 
development of, 354, 355, 356 
elements, 360, 422 
emotional relationship, 350, 355 
interpretation, 256, 257, 373, 383, 
384, 403, 416 
libidinal, 282 

negative, 339, 342, 357, 408, 409, 

417 

neurosis, 282, 367, 369, 372 
phenomena, 424 

positive, 307, 333, 342, 356, 407, 408, 
416, 417 
possibilities, 327 
progress, 361 
regression, 421 
resistance, 387, 388, 417 
resolution of, 327, 360, 369, 355, 372, 
408, 433 

stage, 367, 369, 380, 384, 385, 387 
unexpected negative, 416 
transmissibility, 241, 463 
trauma, 370, 371 
psychic, 105 
traumata, 30, 327, 468 
childhood, 33, 198 
infantile, 26, 115, 140 
recent, 459 
sexual, 377 

war. III, 309, 395, 401, 406, 458 
traumatic effects, 355 
event, 354, 370, 458 
incident, 251 
treatment, 401, 407 

chemical methods of, 293 
electrical, 333 
glandular, 301 
insulin, 31 1 

physical methods of, 293, 303, 306, 
309. 310, 31 1, 322, 460, 461 
psychological, 295, 297, 301, 31 1, 
322, 327 
shock, 320 
short, 403, 421 


trends, aggressive, 431 
destructive, 431 
instinct, 371 
libidinad, 369 
morbid, 462 
negative, 373 
psychotic, 57, 166 
sadistic, 389 
Treponema pallidum, 463 
triazol, 315 

truculence, 407, 409, 410, 418 
tuberculosis, 299, 315, 348 
Tudor, Mary, 139 
tumescence, 109, 125, 279, 379) 4^9 

Ulcer, 281 
unalterability, 265 
unanalysed, 345 

unconscious, 46, 1 1 1, 226, 233, 263, 265, 
272, 316, 341, 346, 347, 353, 357. 
370. 371. 372. 373. 376. 377. 383. 
413. 415. 429. 441. 442. 445. 448. 
450, 462 
basis, 165 

collective, 272, 347 
conscience, 432 
forces, 380 
impulse, 306 

level, 1 91, 277, 323, 349, 398 
material, 354, 367, 373, 383, 

433 

meaning, 360 
mechanism, 282, 363, 365 
need, 321 

operation, 322, 363 
pattern, 272 
phantasy, 374 
plane, 2io 
requirements, 389 
situation, 357 
source, 363 

unicellular animalcule, 434 
urethral, 427 
stage, 424 

urges, adult sexual, 85 
aggressive, 201, 207, 263 
biological, 262 
compulsive, 430 
emotional, 324 
heterosexual, 173 
inherited, 435 

instincmal, 63, 84, 92, 229, 250, 252, 
272, 342, 436, 438 
libidinal, 427, 431 
life, 216, 346 
1 primary, 64, 221 

I pleasure, 216, 226, 229, 431 
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primitive, 178 
sexual, 104, 106, 229 
unanalysed unconscious, 356 
undischarged, 79 
Urstein, 284 

Vagma, 77, 162, 277 
valuations, crotogemc, 447 
primitive instinctual, 447 
variations, 466 
climatic, 294 
“legetotherapy”, 339 
Versailles, Treaty of, 264 
vertigo, 314, 326 
Virility, sexual, 81, 83 
Vitality, death of, 235 
Vitamin deficiency, 295, 296 
Vitamins, 295 
Von Meduna, 314 
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War, 234, 395. 398. 399, 403, 409, 434, 

44J.459. 470 

Watetson, 305 
VVeickhardt, 314 
VVeismann, 240 
VVermcke s syndrome, 296 
Wilson, Dr Cyril, 314 
wishes, 341, 435, 446 
omnipotent hbidinal, 352 
witch doctor, 31 r, 322, 323, 329 
withdrawal, 317, 377 
*‘word salad 242 
word association test, 347 
worry, 81, 196, 308, 393, 456, 457 
ob^sional, 196, 197 

Zones, ana), 424 

crotogemc, 27, 424, 427, 444 
oral, 424 



Emotional Problems of Living 

by O. Spurgeon English, M.D., and Gerald H. J. Pearson, M.D. 
Demy 8yo. i6s. 

The authors in thk book take the reader chapter by chapter through certain 
common experiences of life, so that by a process of living with the forc^ that 
make up a human personality we emerge with the closer imderstanding of 
human nature. , . 

Emotional Problems of Living describes the different frictions generated within 
the individual or through his contacts with his environment. Its purpose is 
to give' a point of view and a therapeutic approach which wiU reduce to a 
Tm'm'Trmm those conflicts that tend toward the neurotic pattern. The book 
takes full cognizance of psycho-analytic thought, since the authors feel that 
Freudian psycho-analysis is the best approach to the understanding of person- 
aUty. From birth to old age, the continuing development of the personality 
is discussed, and the reader is made familiar with the commoner deviations 
from the normal that occur at each particular period of life. 


Deep Analysis 

THE CLINICAL STUDY OF AN INDIVIDUAL CASE 

by Charles Berg, M.D., D.P.M. Demy 8vo. i25. 6d. 

“Can be recommended without hesitation as a most interesting and out- 
standing book on the subject of psycho-analysis .” — Medical Press. 


A Practical Method of Self-analysis 

by E. Pickworth Farrow, M.A., D.Sc. With Foreword by the late 
Prof. Sigmund Freud. Revised Edition. Cr. Svo. 8j-. 6d. 

This book will enable anyone to become deeply psycho-analysed without a 
personal analyst. The author describes the remarkable results he obtained by 
the persistent application of the well-known psycho-analytic method of “free 
association” to his own mind, succeeding thereby in bringing to consciousness, 
with great benefit to his own mental and physical health, completely forgotten 
events of his infancy and early childhood, one at the age of six months, thereby 
relieving himself from influences which had been hampering his life. The late 
Professor Freud, who used a somewhat similar method many years ago for 
analysing his own dreams, thought highly of Dr. Farrow’s work, and called 
special attention to his developed technique of self-analysis. It is an entirely 
new kind of autobiography. The author also recounts his experiences with two 
psycho-analysts. 

Whilst the book tsdll naturally be of great interest to medical men and 
psychologists, it is nevertheless readily understandable by anybody with no 
previous knowledge whatever of the subject. It deals solely with observational 
work, and the process of analysis described in detail has been proved very 
bcneflci^ to health and happiness. Those who may be suffering from war 
strain will find it especially useful. 



Telepathy and Medical Psychology 

hy Dr. Jan Ehrenwald Demy 8io iQS. 6d. 

An increasing mass of evidence compiled during the past years has made the 
Occurrence of telepathy and related phenomena an established fact However, 
contemporary m^cal psychology has refused so far to acknowledge their 
existence and to reconcile them voth their systems of thought Dr Ehrcnw-ald’s 
book IS the first serious attempt in this direction He shows that telepatliy is 
Subject to much the same psychological laws as govern dreams, neurotic 
Symptoms and certain manifestations of mental disease His approach moves 
largely along the lines of the psycboonaJyst but Jus ooneJusions arc likely to 
shake some of the basic proposiuons of psycho>ana]ysi5 itself 

Nervous Disorders and Character 

]. G McKenzie, Author of “Souls tn the Making" and “Personal 
Problems of Conduct and Rehgtor^*. Cr. 8co 5s. 

^'Professor McKenzie is to be heartily congratulated on a book whicli deserves, 
and IS sure to obtain, a very vnde public.”— -Cftro/ian World 

From Failure to Fulfilment 

A MWtSTCR's NOTEBOOK ON PSYCHOLOGICAL UmiOD 

by (he Rev. John Martin, H C F. Foretcord by (he Rev. Leslie D. 
Weatherhead. Cr. 8w. "js. Cd, 

Tlus book deals with some of the psycliological problems met by mitusier or 
social worker and with the call foruodcniai^ing and hclpwhicli such problems 
make. It recognizes that the central difliculty u * how and where to begin” 
Pailure to gam the ossutance vshich modem psydiology offers u mainly due 
to boih psydiology and problem being approached from the wrong cnd,v\hich 
multi m bewilderment Hicrcforc this book presents an approacii tlut is based 
upon purely namal psychological facts and conceptions, which u capable of 
application and wluch is progressive m lU apprccialion of applied psychology. 

Normal and Abnormal Psychology 

J. Crncst Nicolc, O.B E , L. M S.S A., D.P.^^. Cr. Oro. Abou( 
8j. 6d 

Tins u nut a pvyclnatnc tcslbook and, as lU tide indicates, it coiuuis of a 
concuc account of numval and abnoniul psychology for junior students. It 
doenbes the general pnivapld of (vycliology, the causation of menial 
abnuniubty . and the factors concerned themo. ‘short accounU of ilie principal 
schools of ihou>,ht on the nutter aic includoi, and tcfcrcncc is iiiade to the 
riirnia) factor tii physical disease a»J 10 the (iirrctionj in wlucli {aychu>'<'gy ii 
liirrraui gly bcirg apj^icd 

Tlic book IS therefure ymnutily micndod not only for numul and i,tnerAl 
nurses, but also fur occupatiurval (1 cra,xiu, mc' tal and social wt>fate uxxim. 

I tv^ikott o fleets, aixl udicts aitacl esS to tlie Couiu. It should also )>«vnc of 
irirtesi to cdutatiunaliits atd teachers, and to the clctgy, tu say iuaLo g <.f l*<e 
y,eneiaj rtader 


Ego, Hunger and Aggression 

A REVISION OF FREUD’s THEORY AND METHOD 

by F. S. Peris,' M.D., Capt. S.A.M.G. Demy Svo. 12s. 6d. 

The author, a practising psycho-analyst, aims in this book to examne sorne 
psychological and psychopathological reactions of the human organism within 
its environment. His central conception is the theory that the organism is 
striving for the maintenance of a balance which is continuously disturbed by 
its needs, and regained through their gratification. 

“An important and stimulating contribution to psychiatry .” — Birmingham Post. 


War, Sadism and Pacifism 

FURTHER ESSAYS ON GROUP PSYCHOLOGY AND WAR 

by Edward Glover. Gr. 8yo. g^. Gi. 

This is a new and greatly enlarged edition of Dr. Glover’s well-known book of 
the same title which was first published in 1935. 

It was reprinted several times in its original form and the author has now 
expanded the book to more than double its original length with the addition of 
several new chapters, which deal with unconscious causes of war, unconscious 
factors in peace, prolalems of war prevention and group psychology. 


Psycho-analysis Today 

THE MODERN APPROACH TO HUMAN PROBLEMS 

by Ernest Jones, A. A. Brill, Edward Glover, Fritz Wittels and 
others. Edited by Sandor Lorand. Demy 8vo. About 25L 

The editor has compiled a unique book consisting of the contributions of 
Uventy-nine eminent psychiatrists and psycho-analysts, all of whom have made 
important contributions in these fields. This book is a survey depicting the 
development and progress of psycho-analytic research and its contribution to 
scientific thought up to the present. 

Psycho-analysis, the discovery of Freud, revolutionized the fields of pedagogy, 
criminology, anthropology, religion and art, and deepened the understanding 
of human inter-relationships. In the field of medicine and psychiatry it brought 
about an understanding of normal and abnormal personality development 
and threw new light on its dynamic structure. 

The essays contained in this book are not only a survey, but can be looked 
on as a story of the ^owth and development of psycho-analysis. They contain 
a wealth of information for parents, social workers, educationalists, physicians, 
students of psychology , and others to whom the problems of contemporary life 
are important. 



Sex in Social Life 

A SYMPOSIUM 

Edited by Mrs, Neville-Rolfc, 0,B.E. Foreword by Sir Cynl 
Norwood* Illustrated. Berry Sw. 21 J. 

Sex tn Social Life is designed to help the general public think out the soaal and 
individual aspects of sex behaviour ibr themsdves in order that informed public 
opinion may frame future policy 

The book is in two parts The first, clarified by diagrams and illustrations, 
presents an outline of current saentific knowledge of sex behaviour Tlie 
following leading authorities contribute to this part Professor Waddington on 
the Biological, Professor Marshall on the Physiological, Professor Heath on the 
Psychological and Dr Foster on the Anthropological aspects 

On this foundation, in the second part, recogmzed authonties each take the 
field of their experience and indicate what has Been done and what needs to be 
promoted if values, customs and education are to synchronize knowledge and 

E racticc Parenthood, Childhood, Adolescence, Marriage, the Art of Love, the 
fnmarned and the Middle Aged — all liavc their oivn problems The contri- 
butors to this part include Mr Kenneth Walker, Dr Hendy, Dr Laura Hutton, 
Mrs Hume, Sir Drummond Shiels, Dr Gnffilh and Miss Swauland The 
broader aspects of the social implications of the misuse of sex, and the oppor- 
tunity and possible attainment of a constructive outlook on the place of sex m 
life, ate dealt with by Mrs NeviUe-Rolfe and Professor Crew 

Sublimation 

by J. Trevor Davies, AI.A , B D , Fh.D. Cr, 6s. 

The idea of Sublimation, that is to say, the provision of some substitute acti> tty 
m place of the direct expression of instinctive energy m order that the individual 
may be kept healthy and happy, has been mucli oiscmscd, widely quoted and 
but seldom understood 

This book presents for the first time a full and cxliausUvc treatment of the 
psichological idea, cntically examines it, and seeks to assess its significance for 
region and eiliics. 

The views not only of Freud and the Psycho-analytical school, but also 
those of the more conservative psychologists, arc here carefully examined 
The book b not only cntical, it is also constructive, for the author propounds 
a thoroughgoing theory of the process of Sublimation os a whole, and m 
addition discusses its pracucal imphcations for everyday life 

It IS ofTered as a work that will be of value to the senous student, and at the 
same time of interest to the general reader ♦ 

Psychology and Mental Health 

by J. A. Hadilcld, Lecturer tn P^chopatholo^ and Mental Ujgienet 
London Unncrsily. Demy 8io. About x6j. 

Hus book describes the ongin of bdiaviour disorders and (he psychoncuixucs 
especially os regards their causes in catly childhood. 
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